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Background and Purpose:  There are over three millions Canadians living with chronic 
lung disease.  Chronic lung disease is burdensome and debilitating to individuals and the 
health care system.  Pulmonary Rehabilitation serves as a comprehensive intervention for 
individuals living with chronic lung disease.  It improves overall quality of life, slows 
disease progression, enhances self-management abilities, and reduces hospitalizations and 
health care visits.  The purpose of this practicum project was to develop relevant 
evidenced-based education modules to be utilized for teaching clients/families with 
chronic lung disease in a Provincial Pulmonary Rehabilitation Program.    
Development of Resource: An integrative literature review and consultation with key 
stakeholders was conducted to gather literature and information related to chronic lung 
disease, pulmonary rehabilitation, and client/family education.  Ten education topics 
emerged, which guided the development of ten relevant evidence-based education 
modules to be utilized as a teaching resource.  Pender’s Health Promotion Model (2006) 
and Knowles Adult Learning Theory (1970, 1984) served as a theoretical framework. 
Various teaching aids/activities were incorporated to augment the module information. 
Conclusion:  The education modules will assist to improve client outcomes and 
confidence by enhancing self-management abilities.  They will also serve as a resource to 
nurses working in the Pulmonary Rehabilitation setting, for education delivery.  
Ultimately, it is hoped that the developed modules will be utilized for teaching 
clients/families with chronic lung disease in a Provincial Pulmonary Rehabilitation 
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The Development of Education Modules for Teaching Clients/Families with Chronic 
Lung Disease in a Provincial Pulmonary Rehabilitation Program 
In Canada, there are currently over three million individuals living with chronic 
lung diseases (Public Health Agency of Canada, 2012).  The conditions are known to be 
burdensome and to cause debilitation.  It is estimated that chronic lung disease will 
become the third leading cause of death by 2030 (World Health Organization, 2007).  
Financially, chronic lung diseases are estimated to cost the Canadian health care system 
12 billion dollars annually and are associated with increased mortality rates, hospital 
admissions, and readmissions (Public Health Agency of Canada; Canadian Thoracic 
Society, 2010).  The physical and psychosocial burden to individuals living with chronic 
lung diseases far outweighs that of the financial impact.  Pulmonary rehabilitation serves 
as a secondary prevention “evidence-based, multidisciplinary, and comprehensive 
intervention for patients with chronic respiratory diseases who are symptomatic and often 
have decreased daily life activities” (American Association of Cardiovascular and 
Pulmonary Rehabilitation (AACVPR), 2011, p.1).   It encompasses patient assessment 
and goal setting, self-management education, supervised exercise, psychosocial support, 
and outcome measurement.  The ultimate goals of pulmonary rehabilitation are to 
optimize functional capacity and reduce or alleviate symptom, to encourage self-
management and active participation, and to decrease dependence on the health care 
system (Nici et al., 2006; Moamary et al., 2014; Ries et al., 2007).  The program is aimed 
at clients and families living with various chronic lung diseases.  The term chronic lung 
disease refers to respiratory conditions such as, chronic obstructive pulmonary disease 
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(COPD), which also encompasses chronic bronchitis and emphysema, pulmonary 
fibrosis, asthma, lung cancer, pulmonary hypertension, and tuberculosis.  
Although pulmonary rehabilitation does not provide a cure to chronic lung 
disease, various benefits are seen through participation in such programs including: 
optimal symptom management including a decrease in shortness of breath, improved 
overall quality of life, an increase in functional and exercise ability, an increase in energy 
level, support in managing anxiety and depression, and improvement in measurable items 
such as blood pressure, weight, and cholesterol levels (Capital Health, n.d; National 
Institute of Health, 2010).  It is recognized and recommended as an essential component 
of medical care for those living with chronic lung disease (AACVPR, 2011).    
Until January of 2017, pulmonary rehabilitation programming was not available to 
residents of Prince Edward Island (PEI) living with chronic lung disease.  Based on 
current recommendations, an obvious need existed within the province.  Pulmonary 
rehabilitation programming, in a community setting, was initiated but lacked an 
established education curriculum.  An informal needs assessment was conducted with the 
Acting Chronic Disease Prevention and Management Manager, who oversees the 
Provincial Pulmonary Rehabilitation Program, in which the development of educational 
modules was identified as a current need.  The Manager also served as the contact person 
for the practicum project, Based on this need, I proposed to developed education modules 
for teaching clients/families with chronic lung disease within the Provincial Pulmonary 
Rehabilitation Program.   
I currently work as the registered nurse within the Provincial Pulmonary 
Rehabilitation Program and therefore had a personal interest in the practicum project.  
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This, along with the identified need, provided rationale for the project.  Health PEI (2013) 
indicated that the financial costs associated with managing chronic disease in the province 
are crippling and it is only realistic to question the sustainability.  They further indicated 
that through enhancement of community-based services disease could be better managed, 
decreasing the likelihood of exacerbations and hospitalizations.  The practicum project is 
an excellent example of a community-based secondary prevention program.  The 
previously discussed benefits to pulmonary rehabilitation signify the importance of the 
project to the particular population.  It will have a positive contribution on the overall 
effectiveness of the Pulmonary Rehabilitation Program in the province.  The program has 
the potential to empower individuals, making them better equipped to be active 
participants in their own health care.  
Practicum Goal and Objectives 
The overall goal of this practicum project was to develop relevant evidenced-based 
education modules to be utilized for teaching clients/families with chronic lung disease in 
a Provincial Pulmonary Rehabilitation Program.  It is hoped that the developed modules 
will help education delivery in a group setting, while also maximizing program benefit for 
clients/families in the setting.  The following list describes the practicum project’s 
objectives:  
1. Gather current evidence and relevant information related to chronic lung disease, 
pulmonary rehabilitation, client/family education, Pender’s Health Promotion 
Model (2006), and Knowles Adult Learning Principle (1970, 1984) through the 
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conduction of a comprehensive literature review and consultation with key 
stakeholders.   
2. Develop content for educational modules for a 12 week Pulmonary Rehabilitation 
Program, based on a previously conducted literature review and consultation with 
key stakeholders.  
3. Disseminate current evidenced-based findings and research to classmates, faculty, 
and stakeholders and gain support for implementation of the practicum project 
from stakeholders.  This will be achieved through a presentation of the practicum 
project and production of the final practicum report. 
4. Demonstrate increased awareness and knowledge related to the advanced nursing 
practice competencies research, leadership, and consultation.  This will be 
achieved through integration of these competencies throughout the development 
of the practicum project.   
Overview of Methods 
Prior to the development of the education modules an integrative literature review 
was conducted, followed by consultation with identified key stakeholders.  Literature 
critically appraised through the integrative literature review and information gathered 
through consultation would ultimately guide the content of the education modules.   
Integrative Literature Review 
The purpose of the conducted literature review was to examine the topics of 
pulmonary rehabilitation, chronic lung disease, and client/family education.  A document 
describing the completed Integrative Literature Review in detail, with summary tables, 
can be found in Appendix A.  Literature detailing a description of the background, 
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benefits, and relevance of pulmonary rehabilitation was obtained and critically appraised 
in order to present rationale for the development of the proposed education modules.  
Recommended education topics, to be included within pulmonary rehabilitation 
programming, were specifically examined and noted through the review.  The importance 
of a theoretical framework was recognized through the practicum project.  Aligning with 
this, both Pender’s Health Promotion Model (2006) and Knowles Adult Learning 
Principles (1970, 1984) were explored through the conducted integrative literature 
review.  Both the CINAHL and PubMed databases, assessed though the Memorial Health 
Sciences Library website, as well a subsequent Internet search of grey literature were 
utilized to conduct the review.   
Consultation with Key Stakeholders  
Consultation was recognized as an essential component of the practicum project.  
Backer et al. (1992) referred to consultation as a process in which one seeks advice or 
information from another, providing an overall benefit to a service or product.  It is 
assumed that the consultant, or individual being approached for advice or information, 
has an expertise and/or unique knowledge base related to a particular topic.  The purpose 
of consultation was to gather information related to pulmonary rehabilitation and 
education topics to be included within the developed education modules.  The completed 
Consultation Report can be found in Appendix B.  It was also intended that through 
consultation the practicum project would be introduced to key stakeholders, ultimately 
assisting with gaining approval for implementation of the education modules within the 
Provincial Pulmonary Rehabilitation Program post development.  Prior to consultation, a 
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consultation plan was developed.  The plan identified eight key stakeholders for 
consultation, six of which participated in a consultation interview including a 
Respirologist, the Acting Chronic Disease Prevention and Management Manager, a 
Registered Respiratory Therapist, a patient representative sitting on the Cardiac and 
Pulmonary Rehabilitation Program Advisory Board, and two Registered Nurses working 
within established Pulmonary Rehabilitation Program in Atlantic Canada.  An Interview 
Guide for Key Stakeholders, found within the Consultation Report in Appendix B, was 
developed for developed for consultation to ensure all stakeholders were asked identical 
questions.  Stakeholders provided suggestions related to education topics to be considered 
for incorporation within the Pulmonary Rehabilitation Program, identified strategies of 
how individual patient learning needs and goals could be incorporated into education to 
maximize patient benefit, and addressed barriers to education through consultation.  
Summary of Literature Review 
Through the conducted integrative literature review it was identified that there are 
currently over three million individuals currently living with chronic lung disease in 
Canada (Public Health Agency of Canada, 2012).  The term chronic lung disease refers to 
respiratory conditions such as, chronic obstructive pulmonary disease (COPD), which 
also encompasses chronic bronchitis and emphysema, pulmonary fibrosis, asthma, lung 
cancer, pulmonary hypertension, and tuberculosis. The reality of living with chronic lung 
disease is burdensome and causes debilitation to both the individuals living with the 
conditions and the health care system.  Individuals often report experiencing extreme 
shortness of breath while doing simple tasks associated with day-to-day living and are 
often left feeling breathless (World Health Organization, 2007).  Chronic lung disease has 
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a significant economic impact on the Canadian health care system, costing approximately 
12 billion dollars annually (Public Health Agency of Canada). Chronic lung diseases are 
the leading cause of hospital admissions and are associated with higher rates of 
readmission when compared to all other chronic diseases (Canadian Thoracic Society, 
2010).  The World Health Organization (2007) estimates that chronic lung disease will 
become the third leading cause of death by 2030.  In fact, COPD is the only chronic 
condition that is still associated with an increasing mortality rate in Canada (Canadian 
Thoracic Society, 2010).  
Pulmonary rehabilitation serves as a secondary prevention “evidence-based, 
multidisciplinary, and comprehensive intervention for patients with chronic respiratory 
diseases who are symptomatic and often have decreased daily life activities” (AACVPR, 
2011, p.1).  It is considered to be comprehensive and holistic, encompassing patient 
assessment and goal setting, self-management education, supervised exercise, 
psychosocial support, and outcome measurement.  Pulmonary rehabilitation is 
recommended as an essential component of medical management for those living with 
chronic lung disease.  Its ultimate goal is to improve the overall physical and 
psychological health status of individuals living with chronic lung disease (AACVPR, 
2011; Collins et al., 2014).  
It was discovered through the integrative literature review that Canadian specific 
education guidelines for pulmonary rehabilitation do not currently exist (Camp et al., 
2015).  However, suggestions from established Canadian programs, such as Living Well 
with COPD: A Plan of Action for Life (2017), developed in partnership by McGill 
University Health Center and the Quebec Health Ministry, and guidelines developed by 
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associations, such as the AACVPR (2011) provided suggestions in relation to various 
education topics.  Educations topics included: normal pulmonary anatomy and 
physiology, pathophysiology of chronic lung disease, description and interpretation of 
medical tests, breathing strategies, secretion clearance, medications, respiratory devices, 
benefits of exercise and maintaining physical activities, activities of daily living, eating 
right, irritant avoidance, early recognition and treatment of exacerbations, leisure 
activities, coping with chronic lung disease, energy conservation, oxygen therapy, anxiety 
and panic control, sexuality related to lung disease, and end of life (AACVPR, 2011; 
Moamary et al., 2014; Camp et al., 2015). Wilson, O’Neill, Reilly, MacMahon, and 
Bradley (2007) detailed the patient perspective in relation to pulmonary rehabilitation 
education, adding the suggested topic of welfare and benefits systems.  Similarly, the 
Living Well with COPD (2017) program suggested management of breathlessness, energy 
conservation, overview of action plan and management of an exacerbation, COPD 
medication and appropriate use of inhalation devices, management of stress, anxiety, and 
depression, and continuing exercise and self-management strategies as topics to be 
including within education in the program.   
Emerging from the integrative literature review was also the concept of self-
management education (Moamary et al., 2014).  Self-management education encourages 
clients to be active participants in their care and in turn make healthy behavioral changes.  
In addition, it was identified that education topics should be tailored to individual client 
needs and goals (Nici et al., 2006).  
The importance of a theoretical framework was recognized through the practicum 
project.  Through the integrative literature review, Pender’s Health Promotion Model 
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(2006) and Knowles Adult Learning Principles (1970, 1984) were explored.  Pender et al. 
(2006) defined health promotion as “behavior motivated by the desire to increase well-
being and actualize human health potential” (p. 7).  This definition aligned with the 
underlying goals of pulmonary rehabilitation, which include optimizing functional 
capacity and alleviating symptoms and encouraging active participation.  Pender further 
identified three constructs through her Health Promotion Model including: individual 
characteristics and experiences, behavior specific cognition and affect, and behavioral 
outcomes.  These constructs aligned with the concept of self-management education 
previously identified through the integrative literature review.  Knowles (1970) identified 
that adults can learn and that it is the responsibility of the educator to foster this ability to 
learn.  As adults were the intended population for the education modules, the question of 
how health care professionals can effectively educate adults became important.  Knowles 
(1970, 1984) identified various characteristics, significant to adult learning, including: 
self-concept, unique experience, readiness to learn, orientation to learning, and motivation 
to learn, that would ultimately be incorporated into the development of the education 
modules.  It was determined that both Pender’s Health Promotion Model (2006) and 
Knowles Adult Learning Principles (1970, 1984) were applicable to the topic of 
pulmonary rehabilitation. 
Summary of Consultations 
Eight key stakeholders, including seven health care professionals and one patient 
representative, were selected and approached for consultation prior to the development of 
the education modules.  An e-mail of invitation for consultation, which can be found in 
Appendix B, was sent to all key stakeholders.  The e-mail was utilized to introduce the 
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practicum project, identify the rationale for the project, and identify a recommendation 
for implementation and evaluation of the education modules after completion.  Six of the 
eight identified stakeholders agreed to participate in consultation.  An Interview Guide for 
Key Stakeholders, located within Appendix B, was developed for use during the 
consultation interviews to collect qualitative data from key stakeholders.  The guide 
contained four open-ended questions and was developed to ensure that all stakeholders 
were asked identical questions during interview.  All stakeholders were asked the initial 
three questions, and only key stakeholders representing an established Pulmonary 
Rehabilitation Program were asked the fourth question.  The methods of face-to-face 
interview, telephone interview, and electronic distribution of the interview questions were 
utilized for data collection.  It was determined that approval by a Health Research Ethics 
Review Board was not required for consultation due to the nature of the project.  Implied 
consent was assumed from the stakeholders based on agreement for participation.  
Participant confidentiality was protected during the project.   
Once interviews were completed, thematic analysis was utilized to categorize and 
analyze collected data.  Chesney (2015) identified that thematic analysis allows themes to 
emerge from data rather than having collected data be assigned to pre-defined themes.  
This was thought to be important as pre-defined themes, or identified topics to be 
included within pulmonary rehabilitation education, were identified through the 
conducted integrated literature review.  The overall goal of consultation was to collect 
additional relevant information based on stakeholder experience and expertise.  After 
familiarities of data were ensured, data were assigned an initial code based on the topic 
that emerged from the particular piece of data.  Coding of similar topics were categorized 
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into themes and assigned a representing name.  Once assigned to a theme, all data were 
reviewed to ensure they had been assigned to an appropriate theme.  Nine themes, 
representing education topics, emerged from the collected data including: nutrition, 
managing breathing and energy conservation, physical activity, anatomy and physiology, 
understanding lung disease, stress and anxiety, environmental factors, pulmonary 
medications, and moving forward. Stakeholders were also asked how individual patient 
learning needs and goals can be best incorporated into educational content.  Three themes 
emerged from the analyzed data including individual characteristics, patient goal setting, 
and teaching strategies.  Additional data was collected related to strategies that could be 
utilized to maximize patient benefit, related to education.  Four themes emerged from the 
data including teaching methods, teaching strategies, utilization of multidisciplinary staff, 
and physical environment.    
Unfortunately, due to a family emergency one key stakeholder, a Respirologist 
and Acting Medical Lead for the Provincial Pulmonary Rehabilitation Program, was 
unable to participate in consultation during the allotted time.  The stakeholders did 
subsequently complete the interview electronically at a later date.  Results of this 
consultation interview can be found in Appendix C.  Due to the delay in data collection, 
the resulting information from this interview was not analyzed or categorized with other 
data but was considered during the development of the education modules.   
Summary of Resource 
Following the completion of the integrative literature review and consultation, ten 
evidenced-based education modules were developed to be utilized as a teaching resource 
within a group setting.  It was intended that the modules be utilized with clients/families 
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living with chronic lung diseases, while attending the Provincial Pulmonary 
Rehabilitation Program.  
Module Topics  
Ten module education topics emerged from the integrative literature review and 
consultation, which ultimately guided the development of the modules, including:  
• Module 1: Orientation/Keeping A Healthy Lifestyle  
• Module 2: Understanding Lung Disease 
• Module 3: Lung Disease Anatomy and Physiology  
• Module 4: Managing Breathing, Energy Conservation, & Environmental Factors 
• Module 5: Puffers and Device Use  
• Module 6: Additional Pulmonary Medications 
• Module 7: Self Management & Signs of Acute Exacerbation  
• Module 8: Navigating the Health Care System & Test and Interventions  
• Module 9: Stress & Anxiety  
• Module 10: Moving Forward  
The identified topics are comprehensive and holistic, addressing physical, mental, and 
social aspects of health, while also promoting self-management education for the 
participants.   
Development   
The modules were developed to contain all necessary information and resources 
required for a registered nurse to utilize while facilitating a one-hour group education 
session on the particular topic.  Beyond the integrative literature review, each module 
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required extensive examination of current evidence, best practice guidelines, and current 
available resources related to the module topic for development.  Each module was 
created with the same format to assist with ease of familiarity for the presenter.      
Each of the ten education modules contains:  
• A module description 
• A list of participant learning objectives 
• Teaching aids/activities to be utilized throughout the module including: handouts, 
videos, models, and/or participant activities  
• Content relevant to the module topic  
• Potential questions to aid with facilitation of group discussion  
• A list of key messages for participants/family members 
• An associated PowerPoint presentation  
Contained within the content section of each module is information pertinent to both the 
presenter and participants.  Content would be utilized to familiarize the presenter with 
each topic and also within a group education session.  Tips for participants and applicable 
resources or services, related to the module topic, available in Prince Edward Island were 
also provided in the content.  Developed PowerPoint presentations parallel content within 
each module, but were developed specifically for the participants, incorporating concepts 
within Knowles Adult Learning Principles (1970, 1984).  Utilization of language within 
each module was selected with cognisance placed on reading level, as well as ease of 
understanding and comprehension.   Various medical terms were utilized throughout the 
modules, which due to the nature of the project was unavoidable.  It is recognized that 
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these terms may present a challenge to some clients/family members.  Every effort was 
made to define or explain terms as simply as possible.   
Theoretical Framework  
The importance of a theoretical framework was recognized through the practicum 
project.  Pender’s Health Promotion Module (2006) and Knowles Adult Learning 
Principles (1970/1984) served as a theoretical framework during the development of the 
education modules.   
Pender’s Health Promotion Model.  Pender’s model was selected due to its 
applicability to both the underlying goals of pulmonary rehabilitation and of the 
practicum project.  Pender et al. (2006) defined health promotion as “behavior motivated 
by the desire to increase well-being and actualize human health potential” (p. 7).  
Pender’s definition aligns with the underlying goals of pulmonary rehabilitation including 
optimizing functional capacity and alleviating symptoms and encouraging active 
participation.    
Pender identified three constructs through her Health Promotion Model including 
individual characteristics and experiences, behavior specific cognition and affect, and 
behavioral outcomes.  The model identifies that patients will have individual 
characteristics and experiences that will define the knowledge they currently have, and 
will potentially influence the way they learn or process information.  This emphasized the 
importance of tailoring education to individual patient needs and/or experiences and 
utilizing patient goal setting in curriculum development.  This was reflected during the 
development of the education modules through the incorporation of facilitated group 
discussions, providing opportunity for participants to share their unique experiences and 
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knowledge.  It was also reflected through facilitating the development of individualized 
participant SMART goals for the program.  Behavior specific cognition and affect refers 
to variables that are essential for intervention.  Nursing actions can influence modification 
of these variables.  Delivery of pulmonary rehabilitation education is an example of a 
nursing action that will potentially influence behavior modification.  Self-management 
behavior modification is the ultimate goal of pulmonary rehabilitation.  Pender’s model 
serves as a tool in facilitating patients to the phase of developing health-promoting 
behaviors, which is the ultimate goal of pulmonary rehabilitation education.  It would be 
expected that through participation at pulmonary rehabilitation, clients/families would 
develop behavioral outcomes.  This could also be described as the development of health-
promoting behaviors through self-management education gained from attendance at 
pulmonary rehabilitation.     
 Knowles Adult Learning Principles.  Adult Learning Principles, described by 
Knowles (1970/1984) provided a theoretical foundation for adult learning during the 
development of the education modules.  This was important as the modules were intended 
for an adult population.  Knowles identified various characteristics significant to adult 
learning that were incorporated into the development of the modules including self-
concept, unique experience, readiness to learn, orientation to learning, and motivation to 
learn.  Modules were developed to allow time for facilitated group discussion in order to 
provide opportunity for participants to share unique experiences and knowledge.  The 
ultimate goal of pulmonary rehabilitation is to promote self-management behavior 
aligning with both self-concept and readiness/motivation to learn.  Self-concept refers to 
the idea that adults are self-directed and feel a responsibility for their own learning.  An 
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introduction was provided for each module to ensure participants were aware of the 
intended purpose.  Handouts provided throughout the modules also served as tools to 
foster these characteristics.  Feedback was requested throughout the modules from 
participants and time was allotted for group discussion and questions.  Orientation to 
learning signifies that adults are often problem or performance centered while learning.  
This aligns well with the concept of self-management education.  Various 
demonstrations, tips, and strategies are provided throughout the modules aimed at 
problem solving, troubleshooting, or performing a particular task, such as administration 
of medication devices or breathing techniques to elevate or manage shortness of breath.  
Related to motivation, Knowles (1970) indicated that adults learn best if they perceive 
education to be personally relevant.  This to was taken into consideration during the 
development of the modules.  Information provided within the content of each module 
encompassed various chronic lung diseases to ensure relevance for all participants.  It was 
of great importance during the module development to be inclusive of various chronic 
lung diseases to reach as many clients/families as possible.  
While serving as a theoretical framework, Pender’s Health Promotion Module 
(2006) and Knowles Adult Learning Principles (1970, 1984) also enhanced the quality 
and relevance of the developed education modules.  Both were determined to align 
closely with the underlying concept and goals of pulmonary rehabilitation.   
Discussion of Advanced Nursing Practice Competencies 
The Canadian Nurses Association defined advanced nursing practice (ANP) as 
“an umbrella term describing an advanced level of clinical nursing practice that 
maximizes the use of graduate educational preparation, in-depth nursing knowledge and 
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expertise in meeting the health needs of individuals, families, groups, communities and 
populations” (Canadian Nurses Association, 2008, p.9).  They further described four 
competencies related to advanced nursing practice: clinical, research, leadership and 
consultation/collaboration.  The opportunity to demonstrate various ANP competencies 
was possible throughout the practicum project.     
Clinical Competency 
Clinical competency provides opportunity for a clinician to develop an expertise 
in an area of nursing for utilization with patients and families (Canadian Nurses 
Association, 2008).  Various components of clinical competency are identified by the 
Canadian Nurses Association (2008) including decision making, education, assessment, 
intervention, and managing client health concerns.  Due to the nature of this practicum 
project and the fact that there was not a required clinical placement, the competency was 
not demonstrated.  Clinical competency could be demonstrated post completion of the 
practicum project through implementation of the developed educational modules with 
clients and families in the clinical setting or pulmonary rehabilitation.  
Research Competency 
Through the role of ANP, current research is examined and utilized (Canadian 
Nurses Association, 2008).  For this project the overall goal was to develop relevant 
evidenced-based education modules.  Research skills were demonstrated through critical 
appraisal and the synthesis of information of current evidence and data during the 
conduction of the integrative literature review.  Following the development of the 
education modules, the practicum project was presented to faculty and fellow classmates.  
This provided an opportunity to disseminate current evidenced-based findings and 
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research.  It is hoped that post completion of the practicum project the developed 
education modules will be utilized within the Provincial Pulmonary Rehabilitation 
Program.  This will contribute to nursing practice, while helping to facilitate health 
related behavioral change among the population of individuals living with chronic lung 
diseases.  
Leadership Competency    
ANP requires nurses to be leaders in their workplace, creating change and 
improving outcomes of care (Canadian Nurses Association, 2008). Leadership is evident 
throughout the practicum project.  The project serves as an example of a nursing led 
secondary prevention strategy, aimed at improving the overall health and well-being of 
individuals living with chronic lung diseases.  The practicum advocates for better health 
outcomes, though enhanced self-management education.  The practicum project was 
based on an identified educational need and identified a gap in current health care 
delivery.  Educational modules were developed by a registered nurse and were intended 
for utilization by registered nurses working within the Provincial Pulmonary 
Rehabilitation Program.  Leadership was displayed throughout the practicum project as it 
provided opportunity to advocate for a specific population and has the potential to initiate 
change at the individual and community level.  The practicum project further provided 
opportunity to assist colleagues as a goal of the project was to assist with ease of 
education delivery for staff, through a developed resource.  It is ultimately hoped that the 
Provincial Pulmonary Rehabilitation Program in Prince Edward Island will utilize the 
developed education modules.   
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Consultation and Collaboration Competency       
Consultation is essential to ANP (Canadian Nurses Association, 2008).  Initial 
consultation was seen through the identification of a contact person for the practicum 
project.  The contact person served as a resource throughout the project and identified a 
need for the development of the educational modules.  Formal consultation was 
conducted with various health care disciplines through the practicum project.  
Consultation provided an opportunity to engage others and gather information related to 
pulmonary rehabilitation and the development of the education modules.  Prior to the 
implementation of the developed modules it is assumed that the quality of developed 
resource will be assessed through consultation with key stakeholders.  Consultation was 
also seen through gaining input from other established Pulmonary Rehabilitation Program 
during consultation.  Due to the developmental nature of the practicum project, 
collaboration was not demonstrated.  
Next Steps 
 Following the completion of the practicum project, the plan is that the developed 
education modules will be implemented and utilized within the Provincial Pulmonary 
Rehabilitation Program.  Prior to implementation, approval of the education modules will 
be required from the Acting Chronic Disease Prevention and Management Manager, 
Acting Medical Leads for the Program, and the Cardiac and Pulmonary Rehabilitation 
Program Advisory Board.  The Acting Chronic Disease Prevention and Management 
Manager identified a need for the developed education modules and all were involved 
with the practicum through consultation, expressing support for the project.  It is assumed 
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that approval for implementation will be easily gained.  Front line staff in the setting will 
require time to gain familiarity with the modules prior to implementation.  
 Evaluation of the developed education modules will be essential following 
implementation.  It is proposed that the education modules be piloted within the 
Provincial Pulmonary Rehabilitation Program during a 12-week cycle of the program.  
An evaluation tool will need to be selected and/or developed for this purpose.  At that 
point, it would be suggested that the tool be utilized with front line staff, clients/families 
participating in the Program, the Program Lead, the Acting Chronic Disease Prevention 
and Management Manager, and the Acting Medical Leads for the Program.  Following 
evaluation, the education modules would be edited appropriately.        
Conclusion 
 Through the practicum project the topic of chronic lung disease was explored in 
great detail, highlighting the overall impact on both individuals living with the conditions 
and the health care system.  It was easily identified that chronic lung disease presents 
significant challenges requiring intervention.  Pulmonary rehabilitation serves as a 
secondary prevention intervention aimed at optimizing functional capacity and reducing 
or alleviating symptoms, encouraging self-management and active participation, and 
decreasing dependence on the health care system.  Through the conduction of an 
integrative literature review and consultation with key stakeholders relevant literature and 
information related to pulmonary rehabilitation, chronic lung disease, and client/family 
education was obtained, ultimately guiding the development of an educational resource.  
 The overall goal and objectives of this practicum project were met.  Ten relevant 
evidenced-based education modules were developed intended for utilization of teaching 
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clients/families with chronic lung disease in a Provincial Pulmonary Rehabilitation 
Program.  An integrative literature review and consultation with identified key 
stakeholders was conducted, which guided the development of the education modules.  
The practicum project was disseminated to faculty and fellow classmates and various 
ANP competencies were displayed throughout the project.   
 It is ultimately hoped that implementation of the developed education modules 
within the Provincial Pulmonary Rehabilitation Program will improve the overall 
health/wellness and self-management abilities of individuals living with chronic lung 
disease in Prince Edward Island.  The resource will assist in advance nursing practice 
within the setting and with education delivery.  Steps for both implementation and 
evaluation have been identified within this report.  This practicum project has provided 
opportunity for both personal and professional growth.  Extensive knowledge related to 
chronic lung disease and pulmonary rehabilitation has been gained that I will utilize day 
to day while working with clients/families in clinical practice.  I have genuinely enjoyed 
the course work associated with this practicum project and will be forever grateful for 
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Integrative Literature Review 
 There are over three million individuals currently living with chronic lung disease 
in Canada (Public Health Agency of Canada, 2012a).  The term chronic lung disease 
refers to respiratory conditions such as, chronic obstructive pulmonary disease (COPD), 
which also encompasses chronic bronchitis and emphysema, pulmonary fibrosis, asthma, 
lung cancer, and tuberculosis.  Several terms currently exist referring to respiratory 
conditions.  For the purpose of this literature review the term chronic lung disease will be 
used which also represents the terms chronic respiratory disease and chronic pulmonary 
disease.   
The reality of living with chronic lung disease is burdensome and debilitating to 
both individuals living with the conditions and the health care system.  Individuals often 
report experiencing extreme shortness of breath while doing simple tasks associated with 
day-to-day living and are often left feeling breathless (World Health Organization, 2007).  
Ries et al. (2007) described chronic lung disease as disabling and indicated an association 
between chronic lung disease and increased mortality.  In fact, COPD is the only chronic 
condition that is still associated with an increasing mortality rate in Canada (Canadian 
Thoracic Society, 2010).   Chronic lung disease has a significant economic impact on the 
Canadian health care system, costing approximately 12 billion dollars annually (Public 
Health Agency of Canada).  COPD is the leading cause of hospital admission and is 
associated with higher rates of readmission when compared to all other chronic diseases 
(Canadian Thoracic Society, 2010).  To support the importance of intervention by various 
health care disciplines, the World Health Organization (2007) estimates that chronic lung 
disease will become the third leading cause of death by 2030.  Also noteworthy is the fact 
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that several conditions encompassed by chronic lung disease are in fact degenerative, 
indicating the potential for a gradual decline over time (Canadian Thoracic Society).  
Early intervention has the potential to slow this process and provide an overall benefit to 
individuals living with chronic lung disease.  The American Association of 
Cardiovascular and Pulmonary Rehabilitation (AACVPR, 2011) indicated that pulmonary 
rehabilitation demonstrates a secondary prevention intervention aimed at improving the 
quality of life of those living with chronic lung disease.  
The AACVPR (2011) recognizes and recommends pulmonary rehabilitation as an 
essential component of medical care for those living with chronic lung disease.  
Pulmonary rehabilitation includes exercise training and education, delivered by 
multidisciplinary health care professionals, with the goal of improving the overall 
physical and psychological health status of individuals living with chronic lung disease 
(Collins et al., 2014).  Pulmonary rehabilitation has been found to have a substantial 
impact on the overall quality of life of individuals living with chronic lung disease, 
regardless of age, sex, or current lung function (Roman et al., 2013).   
Until recently, pulmonary rehabilitation programming was not available to 
residents of Prince Edward Island (PEI) living with chronic lung disease.  Based on 
recommendations discussed above, an obvious need existed within the province in order 
to better assist and manage the care of individuals living with chronic lung disease.  
Pulmonary rehabilitation programming was initiated in the province in January 2017.  
The program is new and currently lacks an established education curriculum.  The 
proposed practicum project seeks to develop evidenced-based education modules to be 
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utilized by multidisciplinary staff for client and family teaching within the Provincial 
Pulmonary Rehabilitation Program.     
The purpose of this integrative literature review is to examine the topic of 
pulmonary rehabilitation, with a specific focus on recommendations of education topics 
to be incorporated into pulmonary rehabilitation programming. Literature appraised 
through this review will be utilized in the development of education modules for the 
Provincial Pulmonary Rehabilitation Program in the province of PEI.  A detailed 
description of pulmonary rehabilitation, from reviewed literature, as well as background 
and topic relevance will be discussed, in order to present an argument for the 
development of the pulmonary rehabilitation education modules.  Pender’s Health 
Promotion Model, first developed in 1982 (Pender, Murdaugh, & Parsons, 2006), and 
Knowles Adult Learning Principles (1970), will also be reviewed in relation to providing 
a framework for the development of the education modules.  Literature summary tables 
can be found in Appendix A detailing all relevant research studies discussed in the 
following integrative literature review.  The Critical Appraisal Tool Kit, developed by the 
Public Health Agency of Canada (2014) was used for critical appraisal of reviewed 
quantitative research studies.  Guidelines related to critical appraisal of qualitative 
research, provided by Moralejo (2016), were utilized for a reviewed qualitative study.         
Description of Search Strategy 
 An extensive literature search was conducted utilizing both the CINAHL and 
PubMed databases, accessed through the Memorial Health Sciences Library website.  The 
search was initiated within the CINAHL database using the search terms “pulmonary 
rehabilitation”, yielding 2971 results.  The search results were limited to academic 
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journals that had been published within the past five years in English.  This yielded 532 
results, 78 of which were deemed relevant to pulmonary rehabilitation.  A second search 
was completed utilizing the CINAHL database for the search terms “pulmonary 
rehabilitation” and “education”.  This yielded 41 results of which 11 were deemed 
relevant to pulmonary rehabilitation.  Six of the 11 results had been found with the 
previous search, leaving five additional results.  A search was then conducted utilizing the 
same search terms and narrowing criteria on the PubMed database, yielding 4541 results.  
Due to the large number of results, the search term “education” was added to narrow 
results, yielding 231 results, 54 of which were deemed relevant to pulmonary 
rehabilitation.  Despite being relevant to pulmonary rehabilitation, not all results were 
selected for utilization within the following integrative literature review.  For example, 
articles describing online or telehealth rehabilitation, studies pertaining to adolescents and 
children, and studies post rehabilitation were excluded.    
 Journal articles and books describing Pender’s Health Promotion Model (HPM) 
and Knowles Adult Learning Principles (1970, 1984) were also obtained during the 
following literature search. A search was conducted on the CINAHL database with the 
search terms “Pender” and “Knowles” utilizing the field author.  Various unrelated results 
were obtained from this search.  Another search was then completed also utilizing the 
search term “pulmonary rehabilitation”.  No studies were found specifically relating to 
either of the researchers and pulmonary rehabilitation, which was expected.  It was hoped 
that primary sources could be obtained detailing Pender’s HPM and Knowles’ adult 
learning principles.  This was not found on the CINAHL or PubMed databases.  A 
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primary source detailing Pender’s HPM was obtained from the University of Prince 
Edward Island Library and a copy of Knowles work was obtained via the Internet.     
 A subsequent Internet search of grey literature was also conducted in order to 
obtain relevant statistics and educational resources applicable to pulmonary rehabilitation.  
Various relevant resources were found and are included within the following integrative 
literature review.    
Background of Chronic Lung Disease  
Historically, chronic lung disease has been documented as far back as the 1600’s 
(Ebner, 2015).  Medical terminology has varied over the course of several centuries but 
the fundamentals of findings remain the same.  Physician documentations from several 
centuries ago have clearly documented alterations in lung size, inflammation to the 
mucous membranes, breakdown of lung tissue, and air trapping (Ebner, 2015; Heffner, 
2013).  Despite various advancements in pulmonary health, in relation to both knowledge 
and modern equipment, much of current practice still relies on historical developments.  
Of great significance to pulmonary health and wellness is Dr. Rene Laennec.  Through his 
development of the stethoscope in 1816, Dr. Laennec revolutionized pulmonary medicine 
and is know historically as the father of chest medicine (Vatanoglu-Lutz & Ataman, 
2016).  Today, over 200 years later, the stethoscope is widely utilized by health care 
providers, in various setting, on a daily basis.  
Globally, the World Health Organization (2009) estimates hundreds of millions of 
individuals living with chronic lung disease worldwide, accounting for approximately 4 
millions deaths annually.  The prevalence of lung disease is ever increasing in society.  
The Public Health Agency of Canada (2012b) estimates that approximately 770 000 
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Canadians are living with chronic lung disease.  While not curable, chronic lung disease 
is often preventable requiring education related to tobacco prevention, diet and lifestyle 
factors, and effects of air quality.  The financial impact of lung disease impacts both the 
health care system and individual families greatly (World Health Organization, 2009).    
Description of Pulmonary Rehabilitation and Topic Relevance 
Pulmonary rehabilitation has been widely discussed by various disciplines, 
including nursing, respiratory therapy, physiotherapy, and medicine, in reviewed 
literature.  Reviewed literature recommends pulmonary rehabilitation as an essential 
component of treatment for individuals living with chronic lung disease (Moamary, 
Aloriny, & Al-Hajjaj, 2014; Roman et al., 2013; Lan et al., 2013).  Pulmonary 
rehabilitation is designed for all patients with stable chronic lung disease that are living 
with associated symptoms, known to be at times disabling to the individuals (Ries, 2008).  
Pulmonary rehabilitation has been found to decrease dyspnea, enhance exercise tolerance, 
and improve overall health related quality of life (Rochester et al., 2015; Lan et al., 2013; 
Nici et al., 2006).  According to AACVPR (2011):  
Pulmonary Rehabilitation is an evidence-based, multidisciplinary, and 
comprehensive intervention for patients with chronic respiratory diseases who are 
symptomatic and often have decreased daily life activities.  Pulmonary 
rehabilitation includes patient assessment and goal setting, self-management 
education, exercise training, psychosocial support, and outcome measurement (p. 
1).   
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This definition highlights three important characteristics of effective pulmonary 
rehabilitation programming: multidisciplinary, individualized, and attention to physical 
and social function (Ries et al., 2007).    
The underlying goals of pulmonary rehabilitation are the following: (a) to 
optimize functional capacity and reduce or alleviate experienced associated symptoms, 
(b) to encourage active participation, and (c) to decrease dependence on the health care 
system, ultimately saving health care dollars (Nici et al., 2006; Moamary et al., 2014).  In 
addition, pulmonary rehabilitation provides opportunity for patients to be actively 
involved in striving to achieve their highest level of functionality possible (Ries et al., 
2007).   
Pulmonary Rehabilitation in Canada  
Aligning with AACVPR, the Canadian Thoracic Society (2010) recommended 
pulmonary rehabilitation for all individuals living with chronic respiratory disease.  The 
Society also indicated that pulmonary rehabilitation decreases dyspnea and optimizes 
functional status for individuals living with lung disease.  Despite documented benefits to 
pulmonary rehabilitation public access to these programs in Canada is low.  Specific to 
COPD, it is estimated that only about one percent of individuals living with the chronic 
condition in Canada have access to pulmonary rehabilitation (Camp et al., 2015; Roman 
et al., 2013).  Established programs in the country cannot meet current demand with an 
estimated national capacity of only approximately 10 000 patients annually.  Of specific 
personal interest and supporting rationale for the current integrated literature review and 
resulting proposed practicum project, Camp et al., in association with the Canadian 
Thoracic Society, produced a document report describing access to pulmonary 
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rehabilitation programs in Canada.  Background data in the report indicated that in 2005 
there was no access to pulmonary rehabilitation for Canadian residents in the territories, 
Newfoundland and Labrador, or PEI.  Camp et al. indicated in the 2015 report that at the 
time there were 155 facilities across the country offering pulmonary rehabilitation 
programming, stating that rehabilitation was offered in all provinces but still no access 
was available in the territories.  The report indicated that pulmonary rehabilitation 
programs were identified through a list obtained by the Canadian Lung Association 
website.  The only program listed on the site for PEI is a program that is no longer in 
place in the province.  In 2016, government funding was secured for a pilot pulmonary 
rehabilitation program.  Based on findings from the pilot, permanent funding for a 
Provincial Pulmonary Rehabilitation Program was secured.  The Program was initiated in 
two locations across the province in January 2017.  Literature appraised through this 
integrative review will be utilized in the development of education modules for the 
above-mentioned  
Program.              
Various delivery methods are currently incorporated into pulmonary rehabilitation 
programs within Canada including community based, hospital-based outpatient, hospital-
based inpatient, telehealth, and home based (Camp et al., 2015; Rochester et al., 2015).  
Moamary et al. (2014) described community based pulmonary rehabilitation programs to 
be more cost effective in comparison to hospital-based programs.  The Pulmonary 
Rehabilitation Program for which the proposed education modules are intended for is 
community-based for the province of PEI.     
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Benefits of Pulmonary Rehabilitation 
There are several benefits to pulmonary rehabilitation and they are described in 
reviewed nursing literature.  A report by Rochester et al. (2015), in association with the 
American Thoracic Society, indicated pulmonary rehabilitation is important to improve 
health related qualify of life (HRQOL), muscle strength and endurance, exercise capacity, 
functional capacity, and emotional function.  They identified indicated that pulmonary 
rehabilitation reduces hospitalizations, healthcare visits, and symptoms of dyspnea.  Also 
noteworthy, pulmonary rehabilitation has been shown to enhance knowledge, self-
efficacy, and self-management abilities (Rochester et al.). Pulmonary rehabilitation 
guidelines developed by AACVPR (2011) states that pulmonary rehabilitation provides 
the most benefit, in relation to symptom management, exercise tolerance, and overall 
quality of life, to patients when compared to other treatment options.  Based on the 
integrative integrated literature review, there is a paucity of information related to 
pulmonary rehabilitation for clients/families.  Based on the literature review, research 
evidence describing the benefits of pulmonary rehabilitation was critically analyzed and 
will be presented below  
A quantitative research study conducted by Jacome and Marques (2014) explored 
the benefit of pulmonary rehabilitation pertaining to various health domains including 
dyspnea, functional balance, muscle strength, exercise tolerance, emotional state, and 
health related quality of life (HRQOL).  In support of relevance for the study, these 
authors identified that at that time no research was available that specifically examined 
the effects on pulmonary rehabilitation on the above mentioned health domains.  Twenty-
six participants attended a 12-week pulmonary rehabilitation program.  Various outcome 
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measures were assessed for example, pre and post intervention utilizing both medical 
testing and questionnaire.  Following data analysis, no impact was noted related to 
participant lung function.  This would be an expected finding as there is no cure for 
chronic lung disease.  The study did find a statistically significant improvement in 
participant dyspnea (p < 0.003), functional balance (pre 7.8 seconds and post 6.7 seconds; 
p < 0.001), and muscle strength (pre 2.3-4.1 kg and post 3.6-6.7 kg; p < 0.001).  In 
addition, the participant pre and post exercise tolerance was also assessed, utilizing a Six 
Minute Walk Test (6MWT).  Results found a mean improvement of 32 meters (p < 
0.001).  While Jacome et al. (2014) described a benefit of pulmonary rehabilitation in 
relation to various health domains, the results are not generalizable due to a small sample.   
Researchers Lan et al. (2013) also identified a further gap in available research 
related to pulmonary rehabilitation.  Although it is known that the overall benefit of 
pulmonary rehabilitation varies among individuals, they further hypothesized that all 
individuals, regardless of the severity of lung disease, benefit from pulmonary 
rehabilitation.  They conducted a quantitative study to investigated the benefit of 
pulmonary rehabilitation among 26 participants with existing normal exercise capacity.  
Outcome measures were assessed both pre and post intervention of a 12-week pulmonary 
rehabilitation program. Results indicated a statistically significant improvement, p < 0.05 
for the following domains: HRQOL, level of exertional dyspnea, and respiratory muscle 
strength.  The researchers also noted a significant improvement (p < 0.001) in exercise 
capacity, defined by a mean increase of 101.3 ml/min and 8.2 watts on cardiopulmonary 
exercise test, despite participants having a pre intervention normal exercise capacity.  
They concluded that pulmonary rehabilitation is beneficial and appropriate for patients 
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with chronic lung disease who have a normal exercise capacity.  Therefore this study 
demonstrates the benefit of secondary prevention.  However, due to the small sample size, 
it is not generalizable to the general population.     
Through the conducted integrative literature review, two research articles were 
found that specifically addressed the topics of anxiety and depression associated with 
chronic lung disease.  Bhandari, Jain, Marolda, and ZuWallack (2013) stated that 
previous research indicates prevalence rates of anxiety and depression, associated with 
chronic lung disease, ranges from ten to 80 percent.  Although these researchers 
hypothesized that pulmonary rehabilitation decreases symptoms of anxiety and 
depression; they also identified that little is currently known regarding the ability of 
pulmonary rehabilitation to produce a clinically meaningful improvement in these 
symptoms.  A quantitative study by the researchers, encompassing a sample of 235 
participants, investigated the effect of pulmonary rehabilitation on the domains of anxiety 
and depression.  Study results indicated a statistically significant improvement (p < 
0.001) on both domains.  Rates of reported anxiety decreased from 25 to nine percent post 
intervention, while rates of depression decrease from 17 to six percent.   
In The second study, Bentsen, Wentzel-Larsen, Henriksen, Rokne, & Wahl (2013) 
reported that chronic lung disease is complex with various associated symptoms, 
including anxiety and depression for individuals.  They defined symptom as “a subjective 
experience reflecting changes in function, sensations, or cognition” (p. 541) and also 
identified the term self-efficacy through their work.  They referred to self-efficacy as the 
confidence associated with self-management.  Results of the study showed that increased 
exercise capacity, developed through a 6-week pulmonary rehabilitation program, was 
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associated with decreased levels of depression.  They further found that increased self-
efficacy occurred through pulmonary rehabilitation and it is associated with decreased 
levels of anxiety and depression.  Interestingly, the study results indicated that women 
report higher levels of anxiety as compared to men.  Therefore, Betsen et al. concluded 
that within their study, levels of anxiety and depression decreased during and post 
pulmonary rehabilitation, however results were not found to be statistically significant (p 
> 0.05).  This was in part attributed to low levels of reported anxiety and depression pre 
intervention as well as a limitation of a low response rate (41%).     
 The majority of the previously discussed reviewed research identified an 
immediate benefit to pulmonary rehabilitation, but it did not address the impact over time.  
Donesky, Citron, Hilling, Cayou, and Millie (2015) examined long-term outcomes 
following pulmonary rehabilitation for individuals.  The quantitative study by the 
researchers encompasses a large sample size of 755 participants.  The researchers found 
that approximately 65% of participants self-reported an improvement in general health for 
at least three years post pulmonary rehabilitation programming.  Participants also reported 
utilizing strategies taught in pulmonary rehabilitation and continuing an exercise regime 
at seven years post pulmonary rehabilitation.   Of great importance was data collected 
related to utilization of health care services.  Donesky et al. (2015) reported a decrease in 
emergency room visits and hospitalizations by approximately 18% one-year post 
pulmonary rehabilitation.   
While Roman el al. (2013) raised the question as to whether delivery method and 
duration have an impact on long-term benefit to pulmonary rehabilitation, study results 
indicated minimal differences when comparing three month pulmonary rehabilitation 
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programming, identified as the RHB group, versus three month programming plus nine 
month follow-up, identified as the RHBM group (CRQ emotion score RHB group 0.7 to 
0.5 and RHBM group 0.9 to 0.7, 95% CI and p < 0.05; CRQ fatigue score RHB group 0.3 
to 0.3 and RHBM group 0.5 to 0.56).  No statistical difference (p > 0.05) was found in 
relation to 6MWT or pulmonary function.  This study introduces an additional area of 
required research in which both patient benefit and program cost would be assessed 
together.  
Education in Pulmonary Rehabilitation 
Previously discussed research clearly indicates a benefit to pulmonary 
rehabilitation.  An essential component of pulmonary rehabilitation is education.  
Recommendations related to pulmonary rehabilitation education topics and delivery 
methods will be discussed below.          
Education Recommendations  
Education is a core component of pulmonary rehabilitation (Nici et al., 2006).  
Canadian specific guidelines for pulmonary rehabilitation do not currently exist (Camp et 
al., 2015).  At the present time, the Canadian Thoracic Society recommends adhering to 
guidelines produced by the AACVPR (2011).  The AACVPR indicated that education is 
an essential component of pulmonary rehabilitation.  They further identified that 
educational needs of patients should be incorporated into the initial patient assessment.  
Education addressing specific patient needs should subsequently be incorporated into 
delivered materials.  This idea was supported through recommendations of tailored 
education to individual patient needs and incorporation of patient determined goals into 
pulmonary rehabilitation programming (Moamary et al., 2014;  Nici et al.).   
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Although specific guidelines for pulmonary rehabilitation do not currently exist 
within Canada, programming related to COPD education does exist with the program 
Living Well with COPD: A Plan of Action for Life (2017), with the first edition 
implemented in 1998.  The program was developed in partnership by McGill University 
Health Center and the Quebec Health Ministry and provides evidenced-based education 
known to improve the overall quality of life of patients.   
Only one study was found pertaining to the implementation of the Living Well 
with COPD Program in a Canadian pulmonary rehabilitation setting.  Cosgrove, 
MacMahon, Bourbeau, Bradley, and O’Neill (2013) described this program as well 
structured, evidenced-based, and to promote self-management behaviors.  They reported 
that the program has been widely utilized but not specifically in the pulmonary 
rehabilitation setting.  A quantitative study by these researchers adapted the program for 
education within the pulmonary rehabilitation setting and subsequently evaluated the 
effectiveness of the programming.  The adapted program encompassed six educational 
topics:  
• Management of breathlessness 
• Energy conservation 
• Overview of action plan and management of an exacerbation 
• COPD medication and appropriate use of inhalation devices 
• Management of stress, anxiety, and depression 
• Continuing exercise and self-management strategies  
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Educational sessions were also adapted to be delivered in 30 to 45 minutes.  Study results 
indicated that the adapted education materials were well accepted by both patients and 
health care providers.  Approximately 98% of the 57 participants rated the educational 
materials as good or excellent.  Feedback obtained from the study lead to further adaption 
of materials and additions of topics such as, healthy eating and smoking cessation into the 
programming.  The Understanding COPD Questionnaire (2012) was utilized to measure 
the effectiveness of educational programming.  Statically significant results (p < 0.001) 
were observed on all five domains of the questionnaire post intervention.  The mean 
change (%) was calculated for each domain resulting in the following: About COPD 
domain 23.78, Managing Symptoms domain 26.64, Accessing Help and Support domain 
32.14, Section A Total 26.75, and BCKQ 10.64.   Overall the researchers concluded that 
the Living Well with COPD program could be adapted and used for the delivery of 
excellent quality and consistent education sessions within a pulmonary rehabilitation 
setting.  This study was of specific personal interest as the pilot program for the 
Pulmonary Rehabilitation Program in PEI based the educational component of the 
program on resources obtained from the Living Well with COPD Program.   
Recommended Education Topics 
   The following list describes education topics recommended by the AACVPR 
(2011):  
• Normal pulmonary anatomy and physiology  
• Pathophysiology of chronic lung disease  
• Description and interpretation of medical tests 
		41	
• Breathing strategies  
• Secretion clearance 
• Medications 
• Respiratory devices  
• Benefits of exercise and maintaining physical activities  
• Activities of daily living  
• Eating right  
• Irritant avoidance  
• Early recognition and treatment of exacerbations 
• Leisure activities  
• Coping with chronic lung disease  
• End of life planning  
The previously listed educational topics are supported in the research conducted by 
Moamary et al. (2014) and Camp et al. (2015).  Recommended topics by these 
researchers parallel those by AACVPR but require the addition of energy conservation, 
oxygen therapy, anxiety and panic control, and sexuality related to lung disease.   
 AACVPR (2011) and Moamary et al. (2014) further recommended education to 
be in the form of self-management education for individuals.   Through self-management 
education patients learn by doing rather than simply sitting listening to a traditional 
lecture.  Patients are encouraged to be active participants and as a result develop both 
knowledge and self-confidence.  Self-management education promotes problem solving, 
goal setting, and healthy behavioral changes.  Such education equips patients with the 
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knowledge and skills required to partake in problem solving, followed by action when 
faced with an acute exacerbation of their disease.  This is turn promotes early 
intervention, decreases the likelihood of a hospital admission, and ultimately decrease 
incidence of mortality (Moamary et al., 2014; Nici et al., 2006).  A review by Osadnik et 
al. (2015) identified behavioral modification as a goal of pulmonary rehabilitation 
education.  The authors suggested that self-management education is required in order to 
stimulate behavioral modification.  Self-management education promotes long-term, 
sustainable, health-promoting behaviors that will ideally extend beyond completion of a 
pulmonary rehabilitation program.  Associated chronic lung disease risk factors such as 
smoking, obesity, poor nutrition, non-compliance with medications, and inactivity can be 
addressed through self-management education with the hope of enlisting behavioral 
modification among clients in the program.         
Osadnik et al. (2015) raised the concern that research has been conducted 
indicating the benefit of exercise training in relation to pulmonary rehabilitation but little 
research currently exists pertaining to education and sustainability.  While clearly 
indicating that education promotes knowledge and confidence related to disease self-
management, the authors also questioned the benefit of education, related to method of 
delivery, indicating that traditional didactic teaching methods typically do not benefit 
patients.  A lack of research related to pulmonary rehabilitation education was identified 
through this review and presents itself as an area for future research.  
 There is currently a lack of research that explores the benefit of structured 
education in pulmonary rehabilitation programming (Casey et al., 2013).  In an attempt to 
expand such knowledge, the Pulmonary Rehabilitation in Nurse-led Environment 
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(PRINCE) study was conducted (Casey et al., 2013; Casey, Murphy, Cooney, Mee, & 
Dowling, 2011).  Through the PRINCE study it was recognized that pulmonary 
rehabilitation is a key component of care for individuals living with chronic lung disease 
and that primary healthcare nurses are essential to the delivery of successful pulmonary 
rehabilitation programming (Casey et al., 2011).  Education developed and delivered 
through the PRINCE study was defined as structured education.  In comparison to 
unstructured education, structured education is more effective in fostering self-
management behaviors in individuals living with chronic disease (Casey et al., 2013).  
Structured education is delivered by a trained educator, has a pre-planned and structured 
curriculum, is comprehensive and flexible in scope, and incorporates the expressed 
individual needs of patients participating in the program (Casey et al., 2011).  Also of 
significance, structured education should incorporate principles of adult learning, be 
readily accessible, and utilize various teaching methods.  Structured patient education was 
based on eight topics during the PRINCE study including:  
• Setting the scene  
• Managing medications and oxygen   
• Introduction to exercise 
• Managing breathlessness 
• Knowing and managing your symptoms  
• Recognizing and managing acute exacerbations  
• Managing stress and anxiety   
• Where to now (Casey et al, 2011)  
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The qualitative study utilized the Chronic Respiratory Questionnaire, developed in 2001, 
in order to measure disease specific quality of life post structured education intervention.  
Statistically significant results (p < 0.01) were observed, for individuals of the 
intervention group, in relation to the overall score on the Chronic Respiratory 
Questionnaire, with an adjusted mean pre and post difference of 1.11.  Results also 
indicated a significant increase of calculated dyspnea scores, with an adjusted mean 
difference of 0.49, as well as physical scores, with an adjusted mean difference of 0.37 
(Casey et al., 2013).  A noted limitation of the study was the exclusion of patients 
classified as having severe COPD.  Further research, incorporating the previously 
mentioned population would enhance the study’s generalizability to the population.         
The Patient Perspective 
 During the literature search, only one article was found detailing the patient’s 
perspective in relation to pulmonary rehabilitation education.  The qualitative study, 
conducted by Wilson, O’Neill, Reilly, MacMahon, and Bradley (2007), explored the 
identification of topics patients felt should be included in pulmonary rehabilitation 
education.  Purposive sampling was utilized to obtain patients to participate in focus 
groups discussing educational needs and preference of delivery methods.  Interestingly, 
patient identified education topics were similar to those recommended by AACVPR 
(2011) and Moamary et al. (2014).  Six education topics, identified by patients in the 
focus groups, include:  
• Disease education  
• Management of breathlessness and the physical impact of COPD  
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• Management of an exacerbation  
• Medication  
• Psychosocial support  
• Welfare and benefits system  
Recommendations reviewed did not incorporate the patient identified topic of welfare and 
benefits system.  Patients in the study identified a significant cost associated with chronic 
lung disease and further identified difficulty and frustration associated with accessing 
assistance from publicly funded programming.   
 Wilson et al. (2007) addressed the patient perspective in relation to education 
delivery.  They found that patients prefer a group environment and enjoy the social 
support associated with a group setting, that education utilized should be accurate and 
credible, however, presented in layman’s terms, and that patients would like supplemental 
information supporting education presented during pulmonary rehabilitation.  Preference 
of frequency of programming varied from multiple times per week to monthly sessions.  
Overall participants expressed the idea that if the education was perceived to be beneficial 
they would attend it.  A location with adequate parking, close to the facility, was also 
identified as important to patients (Wilson et al., 2007).  
 There was limited reference to the role of the family in relation to pulmonary 
rehabilitation in the reviewed literature.  While Momary et al. (2014) suggested a benefit 
to family participation in pulmonary rehabilitation programming, Marques et al. (2015) 
indicated that family involvement in pulmonary rehabilitation programming is typically 
minimal.  They reported that family involvement promotes collaborative care, helps build 
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an effective support system for patients, and increases the competence and confidence of 
family in relation to assisting their loved ones to manage chronic lung disease.  A 
qualitative study by Marques et al., involving 35 patient and 35 family member 
participants, indicated that patients want their family members to participate in pulmonary 
rehabilitation programing.  Patients in the study indicated that family member 
participation would result in an increase in knowledge by their loved one and would also 
provide opportunity to enhance relationships.  The researchers indicated that further 
research is required to examine long-term benefits of family participation in pulmonary 
rehabilitation and associated economic costs.       
Theoretical Framework 
 A theoretical framework is an essential component to evidence-based professional 
practice and nursing research (Nilsen, 2015) through validation of work and facilitation of 
implementation.  For the purpose of the proposed practicum project, Pender’s Health 
Promotion Model (2006) and Knowles Adult Learning Principles (1970) will be utilized 
as a theoretical frameworks.    
Pender’s Health Promotion Model 
 Dr. Nola Pender’s Health Promotion Model (HPM) was first introduced to nursing 
literature in 1982 and was further developed and revised in 1996 (Pender et al., 2006).  
The revised HPM can be found in Appendix B.  Pender et al. (2006) defined health 
promotion as “behavior motivated by the desire to increase well-being and actualize 
human health potential” (p. 7).  They further referred to person as an individual with 
unique characteristics and experiences that can be influenced by the environment.  
Individuals seek environments that are health promoting.  The environment has a social, 
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cultural, and physical component.  Health and illness are separate entities that can coexist.  
Illness represents a discrete event, acute or chronic in nature, that can hinder or facilitate 
health.  “Health can still be an aspiration to those with a chronic illness, and health can be 
achieved despite being diagnosed with a disease” (Pender et al., p. 19).   
The HPM examines factors that influence health behaviors and incorporates an 
individual’s interpersonal and physical environment.  The model seeks to illustrate 
processes that motivate individuals to engage in health promoting behaviors.  
Acknowledged within the HPM is the idea that individuals have unique characteristics 
and experiences that in turn influence their actions or behaviors.  The model also 
describes behavior specific variables that can be modified through nursing action.  These 
variables represent health promoting behaviors that result from intervention.  There are 
three underlying constructs of the HPM (Pender et al., 2006):  
• Individual characteristics and experiences refer to the unique traits of an 
individual that influences their actions.  Within the model actions are linked to 
health behaviors.  Particular characteristics or experiences may be perceived as 
more relevant or significant depending on the desired health behavior.  Prior 
related behaviors and personal factors encompass this construct.    
• Behavior specific cognition and affect refers to variables that are essential for 
intervention.  The HPM identifies the fact that nursing actions can influence 
modification on these variables.  Both the concepts of perceived benefits and 
barriers to action, as well as perceived self-efficacy and encompassed within this 
construct.   
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• Behavioral outcomes or the health-promoting behavior is the outcome of the 
HPM.  A developed health-promoting behavior ultimately leads to improved 
health, functional ability, and overall quality of life.  A commitment to a plan of 
action is required to develop a health-promoting behavior.  Competing demands 
may at times influence an individual’s plan of action, ultimately affecting the 
probability of successfully developing a health-promoting behavior.     
Pender’s HPM (2006) has be widely utilized in nursing research and literature, 
speaking to the model’s applicability (Alkhalaileh, Khaled, Baker, & Bond, 2011).  
Identification of health promoting behaviors and direction for intervention are provided 
through the model.  However, the HPM has not been utilized as a theoretical framework 
in the pulmonary rehabilitation setting.  This presents an area for future development and 
research.  Concepts contained within the HPM are applicable to pulmonary rehabilitation 
and provide a theoretical framework that will be utilized during the development of the 
proposed education modules.  The model identifies that patients will have individual 
characteristics and experiences that will define the knowledge they currently have, and 
will potentially influence the way they learn or process information.  This emphasizes the 
importance of tailoring education to individual patient needs and utilizing patient goal 
setting in curriculum development, as previous discussed within this literature review.  
Delivery of pulmonary rehabilitation education is a multidisciplinary action that will 
potentially influence behavior modification.  The model serves as a tool in facilitating 
patients to the phase of developing health-promoting behaviors, which is the ultimate goal 
of pulmonary rehabilitation education.     
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Principles of Adult Learning 
 Throughout the integrative literature review, education was clearly identified as an 
essential component of pulmonary rehabilitation programming.  As the intended 
population for this review was adults, the question of how health care professionals can 
effectively educate adults becomes important.  Work by Malcolm Knowles (1970) is 
recognized within nursing literature to have provided a theoretical foundation for adult 
learning (Mitchell & Courtney, 2005).  Work by Knowles, related to principles of adult 
learning, identified various characteristics as significant to adult learning (Knowles, 1970; 
Knowles, 1984):  
• Self-concept refers to the idea that as individuals move from childhood to 
adulthood they develop a personal self-concept, which moves away from 
dependence and towards self-direction (Knowles, 1970).  Adult learners feel a 
sense of responsibility for their own learning.  They require acceptance, respect, 
and support in the classroom setting.  Adults have the ability to convey their own 
personal learning needs.         
• Adults have personal and unique experience that influences their learning 
(Knowles, 1970).  Adults often utilize their experience to define their identity.  
Theses experiences serve as a foundation for new learning and enable adults to 
contribute to education. Experience is associated with the development of habits, 
which may cause adult learners to be at times closed-minded.     
• A readiness to learn is developed throughout the lifespan (Knowles, 1970).  Adult 
readiness to learn is often dependent on their personal social roles.        
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• Orientation to learning refers to the time perspective that is associated with 
learning (Knowles, 1970).  Adults associate immediacy of application with 
learning, and engage in learning based on a need related to their current life 
situation.  Adult learners tend to be problem or performance centered.      
• Adults are motivation to learn (Knowles, 1984).  Motivation to learn is typically 
internal.  Adults learn best if they perceive education to be personally relevant.       
Knowles (1970) identified that adults can learn.  It is the responsibility of the 
educator to foster this ability to learn.  Adults typically have been away from formal 
education for a period of time.  This may result in loss of confidence in one’s ability to 
learn.  Adult learners also present with physiological changes, as a result of aging, that 
may impact learning (Knowles, 1970).  Conditions or environments of learning should 
recognize these changes.  
Knowles work provides guidelines and principles to be incorporated into the 
development of education modules to be utilized in the pulmonary rehabilitation setting.   
Conclusion 
Chronic lung disease is a disabling condition, associated with various symptoms 
that can create barriers in an individual’s overall quality of life.  Therefore, evidence has 
shown that An pulmonary rehabilitation can play a valuable role in an individual’s well-
being.  Examples include: decreasing dyspnea associated with chronic lung disease, 
enhancing exercise tolerance, and improving overall health related quality of life 
(Rochester et al., 2015; Jacome and Marques, 2014; AACVPR, 2011).  Pulmonary 
rehabilitation is widely recommended as essential to the treatment and management of 
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chronic lung disease in individuals (AACVPR).  Education delivered through pulmonary 
rehabilitation programming promotes self-management, which in turn facilitates health-
promoting behavior modification.  This encourages active participation by individuals, 
allowing them to take control of their disease.  Pulmonary rehabilitation has also been 
identified to financially benefit the health care system through decreased utilization of 
resources.       
Benefits of pulmonary rehabilitation were well documented through the current 
literature review.  Despite this, various gaps in research were observed, presenting areas 
for future development and research.  Multiple reviewed studies were in fact contributors 
of new knowledge to pulmonary rehabilitation literature.  Standardized education 
guidelines specific to pulmonary rehabilitation in Canada do not currently exist.  This 
presents a challenge related to educational curriculum development.  It is currently 
suggested that guidelines developed by AACVPR (2011) be utilized for the development 
of pulmonary rehabilitation curriculum.  Several topics applicable to pulmonary 
rehabilitation education have been identified through this review and will be utilized 
during the development of pulmonary rehabilitation education modules.  Of importance is 
the fact that the patient perspective of key educational topics parallels that of current 
existing literature.  Pender’s HPM (2006) and Knowles Adult Learning Principles (1970), 
are relevant to the topic of pulmonary rehabilitation education and will serve as a 
theoretical framework during the development of education modules relevant to this 
literature review.  
 In closing, the integrated literature review indicates benefits of pulmonary 
rehabilitation to both individuals living with chronic lung disease and the health care 
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system.  Essential to pulmonary rehabilitation is the delivery of quality, evidenced-based 
education by multidisciplinary health care professionals.  The preceding step to education 
delivery is the development of pulmonary rehabilitation education modules.  The 
proposed practicum program seeks to develop such education modules.  Ultimately, it is 
hoped that these modules will be implemented within the Provincial Pulmonary 
Rehabilitation Program in PEI, and serve as a resource to both multidisciplinary staff in 
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• Required sample size not 
recruited 
• 50% of participants 
withdrew from study 
after randomization  
• One study location not 
centrally located 











is required in 










health care cost 
associated with 
12 months PR 
program 
		65	
Table 7  
 











































• Health care 
professionals 
working in PR 









• Not identified  
Design: Quantitative; analytic 
uncontrolled before-after 
 
Six patient focus groups and one 
health care provider focus group 
utilized in process of adapting 
LWWCOPD material as well as 
current practice and research 
guidelines; identified key topics 
perceived important for 
inclusion in PR 
 
Likert scale questionnaires 
completed post each PR 
education session  
 
Outcome measure data collected 
post PR from patients (UCOPD 
and BCKQ questionnaire) and 
health care professionals 
(questionnaire r/t material use) 
 
Patient demographic data 
collected 
LWWCOPD program easily 
adaptable for use in PR  
 
Health care professionals and 
patients reported good 
acceptance of LWWCOPD 
adapted program 
 
87% of sessions rated good or 
excellent  
 
Patients suggested inclusion of 
family members in PR, 
supplemental materials, and 
requested additional sessions of 
shorter duration 
 
Patients requested topics of 
smoking cessation and healthy 
eating to be included in 
education   
 
Statistical significant 
improvement noted on all 
domains of outcome measures 
(p < .001) 
Strengths: 
• Ethics approval 
obtained  
• Written consent 
received from 
participants  









































Table 8  
 










Casey et al. (2013) 
 







Health Status of 
People with 
Moderate and Sever 
Chronic Obstructive 
Pulmonary Disease 
in Primary Care: The 
PRINCE Cluster 






in PR on health 
status  
Setting: 32 GP in Ireland 
 
Participants: 350 
participants of possible 
431; randomized to control 




• Diagnosis of moderate 
to severe COPD based 
on spirometry 
• Extensive patient 
inclusion criteria (Figure 
1 of study)  
• GP utilizing 
computerized 
medication system, 
employing nurse & 
>2500 patients 
Exclusion Criteria:  
• Not specifically 







measures utilized CRQ 
(assess 4 domains of 
health), ISWT (walk 
test), and self-efficacy 






groups “usual care” 
 
Separate qualitative 
study conducted to 


















but not found to 
be statistically 










• Bias assessed 
• Research team blinded to 
baseline data 
• Accuracy of data entry 
assessed at 99.9% 










• One intervention group 
eliminated due to 
attendance r/t H1N1 
outbreak 
• ~20% of participants did 

















Table 9  
 



























topics should be 
included in PR 
education and how 
education should 
be delivered; 
compared to views 




clinic in Ireland  
 
Participants: 32 
participants, of an 
invited 49 & eight 
health care 
professionals   
 
Inclusion Criteria: 









Exclusion Criteria:  






Six patients focus groups 
and one multidisciplinary 
healthcare professional 
focus group   
 
Series of key open-ended 
questions r/t educational 
needs and delivery 
preferences utilized in 
focus groups   
 
Data analyzed utilizing 
Grounded Theory approach 
through debriefing, 
transcription, selective 
coding, and triangulation 
 
Saturation achieved during 
5th focus group 
 
Focus groups videotaped 
 
Six key topics related to PR 






psychosocial impact of 
COPD, and welfare and 
benefits system.   
 
Patients prefer education in 
a group setting, utilizing 
layman’s terms, delivered 
by a knowledgeable 
professional.    
 
Education delivery should 
be supplemented with 
written and audiovisual 
materials 
 
Accessibility and location 





blinded to results of 
patient focus groups 
• Study approval 
obtained from ethics 
committee 








• Design may limit 
generalizability  



























Table 10  
 










Marques et al. 
(2015).  
 








explore the needs 
of patients and 
families related to 




of PR on patients 
and families  
Setting:  primary care 
center  
 
Participants: 35 patients 
and 35 family members 
(63% were spouse)  
 
Inclusion Criteria:  
• Diagnosis of COPD 
• Family member 
providing care, or 
support 
• >18yrs  
• Able to understand 
purpose of study  
Exclusion Criteria: 
• Severe psychiatric 
conditions  
• Exacerbation or 
hospitalization one 
month prior to 
program 
• Patient or family 





Three phases to study… 
qualitative study assessing 
expectation and needs r/t family 
based PR, interviews utilizing 
open ended questions conducted; 
family based PR program 
implemented based on qualitative 
study and literature review; 
impact of family based PR 
assessed using mixed methods 
design, various outcome measures 
assessed using pre existing 
measures of which assumed to be 
valid and reliable  
 
Statistical analysis conducted, 
level of significance assumed at p 
< .05; Interviews transcribed, 
coded, and reduced to essential 
concepts and relationships 
Patients and family 
members have 
similar needs and 
expectation r/t PR 
 
Patients want 
family members to 










was noted in 
dyspnea, 
contributed to low 






• Written informed 
consent obtained  






• 70% of 
participants male,  
?generalizable to 
female population  
• No control group  




















term effect and 
economic cost 






Figure 1. Pender’s Health Promotion Model 
 
Pender first published the revised Health Promotion Model, depicted below, in 1996 








Reference:  Pender, N., Murdaugh, C., & Parsons, M. (2006). Health Promotion in 
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In Canada, there are over three million individuals currently living with chronic 
lung disease (Public Health Agency of Canada, 2012).  The reality of living with these 
respiratory conditions is burdensome and debilitating to both individuals living with the 
conditions and the health care system.  Pulmonary Rehabilitation, which includes exercise 
training and education, is recommended as an essential component of medical care for 
those individuals.  It encourages active participation and strives to optimize functional 
capacity, reduce symptoms associated with chronic lung disease, and decreases 
dependence on the health care system (American Association of Cardiovascular and 
Pulmonary Rehabilitation, 2011; Collins et al., 2014; Nici et al., 2006).  
Until recently, pulmonary rehabilitation programming was not available to 
residents of Prince Edward Island (PEI), identifying an obvious need in order to better 
assist and manage the care of individuals living with chronic lung disease. A Pulmonary 
Rehabilitation Program was initiated in January of 2017, however, currently lacks an 
established education program.  The overall goal of the proposed practicum project is to 
develop evidenced-based education modules to be used for client/family teaching within a 
Provincial Pulmonary Rehabilitation Program.   
An integrative literature review was completed to examine the topic of pulmonary 
rehabilitation, with a focus on suggested education for individuals/families living with 
chronic lung disease.  It was discovered that Canadian specific education guidelines for 
pulmonary rehabilitation presently do not exist (Camp et al., 2015).  However, the 
Canadian program Living Well with COPD: A Plan of Action for Life (2017), developed 
in partnership by McGill University Health Center and the Quebec Health Ministry, and 
		72	
guidelines developed by the American Association of Cardiovascular and Pulmonary 
Rehabilitation (2011) provide suggestions in relation to education topics.  In addition, it is 
also important that the education topics be tailored to individual client needs and goals 
(Nici et al., 2006) in the management of their chronic lung disease.      
For the purpose of the proposed practicum project, a consultation plan was 
developed and submitted for approval.  Once approved, the consultation plan was 
implemented with identified key stakeholders.  The following report details these 
consultations.  	
Purpose of Consultation 
The purpose of this consultation is to gather information, from key stakeholders, 
regarding education topics to be included within the proposed education modules.  
Consultation also provides an opportunity to involve key stakeholders prior to the 
development of the education modules.  Backer et al. (1992) described consultation as a 
process in which one seeks advice or information from another, providing an overall 
benefit to a service or product.  It is assumed that the consultant, or individual being 
approached for advice or information, has an expertise or unique knowledge base related 
to a particular topic.  
There are two objectives identified for the consultations with the key stakeholders:  
1. Through consultation I will introduce the proposed practicum project and its 
overall purpose to key stakeholders including: respirologists, associated 
managers within Health PEI, the PEI Lung Association, two other established 
Pulmonary Rehabilitation Programs, and a client representative.  
2. Through consultation I will obtain information in relation to suggestions for 
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the education topics that will be considered in the development of the 
education modules for the Pulmonary Rehabilitation Program.    
It is felt that both objectives were achieved through the process of consultation.   
Summary of Participants and Conducted Consultations 
Eight key stakeholders were selected and approached for consultation in 
preparation for the development of the proposed education modules.  An e-mail of 
invitation for consultation was sent to all key stakeholders.  Information contained within 
the e-mail introduced to the proposed practicum project, identified the rationale for the 
project, and identified a recommendation for implementation and evaluation of the 
education modules after completion (see Appendix A).  Key Stakeholders include:  
• Two Respirologists working in Prince Edward Island, whom are the Acting 
Medical Directors for the Provincial Pulmonary Rehabilitation Program.  
These medical specialists are experts in pulmonary health and wellness and 
are involved with all decision-making and approval of policies and procedures 
associated with the program.  This approval will ultimately be required for all 
educational content developed for the Provincial Pulmonary Rehabilitation 
Program.  To date, in particular to one of the Respirologists, no response was 
received in reply to the invitation.  A follow-up email was sent, which has also 
yielded no response.  Therefore, another contact will be made during Nursing 
6661.  Due to a family emergency, travel outside of the country was required, 
for the other Respirologist, during the time scheduled for the consultations.  
Because of this, a face-to-face interview was not possible.  At the 
Respirologist’s request, the Interview Guide for Key Stakeholders (see 
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Appendix B), was sent via e-mail.  It was indicated by the stakeholder that a 
response would be sent back electronically, which to date has not been 
received.  It is proposed that a face-to-face meeting be arranged with this 
Respirologist during Nursing 6661.   
• The Acting Chronic Disease Prevention and Management 
Manager/Physiotherapist who oversees the Provincial Pulmonary 
Rehabilitation Program.  This Manager is responsible for the approval for all 
educational content developed for the Provincial Pulmonary Rehabilitation 
Program.  The discipline of physiotherapy’s perspective is also essential.  
Therefore, as the Acting Chronic Disease Prevention and Management 
Manager is a physiotherapist by profession this perspective could be obtained 
during the same consultation.  This consultation was conducted with the 
Manager via face-to-face interview at the office of Chronic Disease Prevention 
and Management on March 20th, 2017.   
• The Registered Respiratory Therapist (RRT) working directly with the 
Provincial Pulmonary Rehabilitation Program.  Consultation was conducted 
with the RRT via face-to-face interview at the office of Chronic Disease 
Prevention and Management on March 21st, 2017.               
• The Cardiac and Pulmonary Rehabilitation Program Advisory Board play a 
role as key decision-makers in relation to the Provincial Pulmonary 
Rehabilitation Program. Two members of this Board for example, the 
Executive Director of the PEI Lung Association and a client representative 
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were identified for the consultation.  At the Executive Director’s request, a 
telephone meeting time was arranged for March 21st, 2017 for consultation.  
This was not conducted successfully as no response was received to the 
planned telephone call.  A message was left and a follow-up e-mail was sent in 
attempt to arrange another meeting time.  To date no response was received.  
A face-to-face meeting was arranged with the client representative.  Due to 
weather circumstances, the client canceled the face-to-face meeting, but the 
consultation was conducted via telephone interview on March 23rd, 2017.  
• Two Established Pulmonary Rehabilitation Programs located within Atlantic 
Canada serve as a model for proposed programming.  Consultation was 
conducted via telephone interview with a registered nursing working at the 
Capital Health Pulmonary Rehabilitation Program in Halifax, Nova Scotia and 
at the Pulmonary Rehabilitation Program, associated with the Horizon Health 
Network, in Fredericton, New Brunswick.  These consultations were 
approximately 45 minutes in duration and were conducted on March 21st, 2017 
and March 24th, 2017.        
Data Collection 
 Seven health care professionals and one client representative were identified as 
key stakeholders and included in the process of consultation.  Through consultation, 
qualitative data were obtained from five key stakeholders. Effort was made to ensure that 
the process of consultation was convenient for the stakeholders.   
The methods of face-to-face interview, telephone interview, and electronic 
distribution of the interview questions were utilized for data collection. The methods used 
		76	
were based on factors such as stakeholder preference and physical location.  Unforeseen 
circumstances, specifically a family emergency and weather, influenced the method of 
data collection. The Interview Guide for Key Stakeholders was developed for use during 
consultation interviews.  The guide was developed to ensure that all stakeholders were 
asked the same questions during the interview.  While all stakeholders were asked the 
first three questions of the guide, stakeholders representing an established Pulmonary 
Rehabilitation Program were asked question four. Question one encompassed two slightly 
varying questions. Stakeholders representing an established Pulmonary Rehabilitation 
Program were asked “What education topics do you currently have incorporated into the 
curriculum of your program?” and all other stakeholders were asked “What education 
topics should be incorporated into the Provincial Pulmonary Rehabilitation Program?”.		
All questions contained within the Guide were open-ended.  During interview, 
stakeholders were asked the Guide questions but were also provided the opportunity to 
share any other information they felt was relevant.  Comprehensive handwritten notes 
were taken during interview with all stakeholders.    
Ethical Considerations 
Due to the nature of the proposed practicum project, review by a Health Research 
Ethics Review Board was not required.  This was determined through completion of the 
Health Research Ethics Authority Screening Tool provided within course materials for 
Nursing 6660.  The completed tool, specific to the proposed practicum project, can be 
found in Appendix C.   
Implied consent was assumed based on agreement for participation in consultation 
by key stakeholders.  Stakeholders were therefore not asked to sign a formal consent 
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form.  Several safeguards were implemented during data collection and analysis in order 
to protect the confidentiality of key stakeholders.  Personal identifiers were not linked to 
collected data. Handwritten notes were taking during each interview and labeled by 
stakeholder professional title rather than by name.  Through this report, key stakeholders 
have been identified by their associated professional title rather than by name in order to 
further maintain confidentiality.  Interviews were not audibly or visually recorded.  All 
telephone interviews were conducted in a private setting.  All e-mail correspondence with 
stakeholders was conducted through an account secured by Health PEI.  Data collected 
during consultation was stored in a locked cabinet in my home office.  Post completion of 
the proposed practicum project all collected data will be destroyed by shredder.  
Data Management and Analysis 
Through the consultation plan, it was identified that thematic analysis would be 
utilized to categorize and analyze collected data.  The consultation plan identified 
thematic analysis as an effective strategy for categorizing qualitative data.  This provided 
rationale for use of the proposed method of analysis due to the fact that all collected data 
was in fact qualitative.  It was further indicated that the method synthesizes recurrent 
patterns and linkages within collected data.  Thematic analysis allows themes to emerge 
from data rather than having collected data be assigned to pre-defined themes (Chesney, 
2015).  This was thought to be important as pre-defined themes, or identified topics to be 
included within pulmonary rehabilitation education, were identified through the 
conducted integrated literature review.  The overall goal of consultation was to collect 
additional relevant data based on stakeholder experience and expertise related to the 
development of the proposed education modules.  Pre-defined themes of the literature 
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review were not disclosed to key stakeholders in an attempt to minimize bias of collected 
data.   
After the completion of stakeholder interviews, all collected data was re-read in 
order to ensure familiarity of data.  Each segment of collected data were assigned an 
initial code based on the topic that emerged from the particular piece of data.  An 
example of this can been seen through the statement “an important topic to discuss during 
pulmonary rehabilitation is the cause of the disease”.  This statement was originally coded 
with the term cause and later assigned to the theme anatomy and physiology.  Once this 
was completed, coding of similar topics was categorized into themes and assigned a 
representing name.  Once assigned to a theme, all data were reviewed to ensure they had 
been assigned to an appropriate theme. Nine themes emerged from the analyzed data and 
will be discussed in the following section of this report.            
Handwritten notes taken during each consultation interview created a need for 
secure management of the collected data.  Security of data was maintained within a 
locked cabinet in a home office.  During the process of analysis, data was entered into an 
electronic document and kept secure on a password-protected personal computer.     
Consultation Results 
Three questions were asked to each key stakeholder during the interview process and 
a fourth question was asked to stakeholders representing an established Pulmonary 
Rehabilitation Program.  Question one of the Interview Guide for Key Stakeholders 
examined suggestions of education topics to be included within pulmonary rehabilitation 
education.  Nine themes emerged from the analyzed data.  These themes represent 
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potential topics to be included during the development of the proposed education 
modules.  
1. Nutrition: Two Healthcare professionals and a stakeholder representing the client 
perspective identified the topic of dietary or nutritional requirements to be 
included within the Pulmonary Rehabilitation Program.  Stakeholders simply 
identified the topics and did not elaborate on specific aspects or objectives, such 
as cholesterol or a low salt diet.   
2. Managing Breathing and Energy Conservation: All key stakeholders identified 
that managing breathing and energy conservation is essential within pulmonary 
rehabilitation education.  Healthcare professionals indicated that such strategies 
were currently being addressed in their programs and that clients need to be 
taught strategies to control shortness of breath and how to manage breathing.   
3. Physical Activity: Four stakeholders identified the importance of physical activity 
to individuals living with chronic lung disease.  Education should include an 
introduction to exercise, the importance of exercise, and how to balance exercise 
and shortness of breath.   
4. Anatomy and Physiology: Stakeholders identified that it is important to 
understand the cause of chronic lung disease and also how an individual’s lungs 
work.  Health care professionals identified that such sessions are included within 
our programs.  A key stakeholder also indicated that the topic of infection and its 
relation to chronic lung disease should be addressed.   
5. Understanding Lung Disease: All five stakeholders identified the importance of 
clients understanding lung disease.  Healthcare professionals indicated that clients 
		80	
require information related to tests associated with lung disease, symptoms of 
decline, and contributing factors leading to progression.  Two stakeholders 
identified that clients need to understand that lung disease is chronic and 
progressive and not curable.  Clients require support and development of coping 
strategies related to the reality of not getting better.  Data collected representing 
the client perspective indicated that understanding lung disease assists with 
effective coping.   
6. Stress and Anxiety: Stress and anxiety and their relation to lung disease were 
identified during consultation.  A stakeholder suggested incorporating meditation 
and relaxation techniques into programming, to assist with anxiety and 
depression.   
7. Environmental Factors: Two healthcare professionals addressed the topic of 
environmental factors and lung disease.  They indicated that clients should be 
aware that environmental factors influence lung disease and should be taught 
infection control practices and effective hand washing techniques.  
8. Pulmonary Medications: All key stakeholders identified education on pulmonary 
medications as important.  Extensive data was collected related to this theme.  
Stakeholders suggested providing education on medications, puffers, and device 
use.  They indicated that clients need education regarding actions plans and 
oxygen use.  The topics of current treatment management and medication 
compliance also emerged from collected data.  Stakeholders further indicated that 
other medications, such as cardiovascular or diabetic medications, should not be 
		81	
addressed in pulmonary rehabilitation programming as it would be too time 
consuming and not relevant to all clients.   
9. Moving Forward: Finally, stakeholders described long-term plans, advanced care 
planning, and information on home exercise programs as important.   
These nine themes, representing information gathered from key stakeholders, parallel 
suggested topics of pulmonary rehabilitation education programming described within the 
integrative literature review.      
Question two of the Interview Guide for Key Stakeholders examined how individual 
client learning needs and goals can be best incorporated into educational content.  Three 
themes emerged from the analyzed data including individual characteristics, patient goal 
setting, and teaching strategies.  Key stakeholders identified that an individual’s literacy 
level influences his or her ability or capacity to learn.  Collected data suggested 
identification of literacy levels and strategies such as developing educational content at a 
grade six-literacy level.  Stakeholders further identified characteristics such as age or 
impairments such as a hearing deficit to influence capacity to learn.  All five key 
stakeholders acknowledged patient goal setting during interview.  Stakeholders identified 
that learning is individualized and that patients should be asked what they want to get out 
of education sessions or what their personals goals are.  One stakeholder identified that 
individuals come to rehabilitation for different reasons and that these reasons may 
influence their motivation to learn.  Another stakeholder identified that the goals of 
rehabilitation staff and individual patients may differ, indicating that it is the role of the 
nurse to ensure these goals align.  Various teaching strategies were identified as helpful in 
ensuring that individual patient learning needs and goals are incorporated into educational 
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content.  Stakeholders suggested that patients be encouraged to be active participants and 
to ask questions.  It was suggested that education sessions be interactive and encompass 
discussion.  Two stakeholders indicated that information related to various chronic lung 
conditions needs to be incorporated into programming and not just information related to 
chronic obstructive pulmonary disease (COPD).  Finally, stakeholders suggested that one 
on one time with patients be allotted during pulmonary rehabilitation programming, 
specifically to address topics such as puffer administration and action plans.  
Question three of the Interview Guide for Key Stakeholders examined strategies 
that could be utilized to maximize patient benefit, related to education.  Four themes 
emerged from the data including teaching methods, teaching strategies, utilization of 
multidisciplinary staff, and physical environment.  Related to teaching methods, 
stakeholders identified various approaches such as incorporating pictures into 
presentations, utilizing models for demonstration, and providing written materials or 
handouts to supplement presented materials.  Stakeholders also indicated that patients 
should be provided time for hands on demonstrations, specifically suggesting that patients 
be permitted to demonstrate self-administration of puffers.  Stakeholders suggested that 
utilization of multidisciplinary staff maximizes patient benefit.  They suggested 
incorporating staff from various professions into programming and utilizing the resources 
of various professions.  The physical environment was described to influence learning.  
Stakeholders suggested maintaining a comfortable environment through appropriate 
seating, lighting, and temperature.  It was also noted that having access to parking close to 
the education setting is important for patients with chronic lung disease.  It was noted that 
all data collected related to teaching strategies stemming from question three paralleled 
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data collected in question two, which was previously discussed.   In response to question 
three, information was collected representing the patient perspective that did not fit into 
an associated theme.  It was indicated that pulmonary rehabilitation education should 
involve both patients and their families.  The stakeholder further indicated that patients 
and family members have different learning needs and both need to be addressed.  
Throughout the interview, the stakeholder reiterated the fact that the needs of family 
members must to be considered.       
Stakeholders representing established Pulmonary Rehabilitation Programs were 
asked if they had experienced barriers to education within their programs.  Minimal data 
were collected related to barriers.  One program stated that to date no barriers had been 
experienced that had been thought to have an impact on education.  The other program 
stated that they had patients with both hearing and visual impairments enrolled in their 
program, requiring individual attention.   
Both established Pulmonary Rehabilitation Programs identified utilizing materials 
from the program Living Well with COPD: A Plan of Action for Life (2017), developed in 
partnership by McGill University Health Center and the Quebec Health Ministry, within 
their program.  It was reported that they utilized materials from BreathWorks (2007), 
developed by the Canadian Lung Association, within the educational content of their 
program.  While the program Living Well with COPD was identified through the 
integrative literature review, the BreathWorks program was not mentioned in any of the 
information.      
 Data collected through consultation will be useful during the development of the 
proposed education modules and provides support to information obtained through the 
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integrative literature review.  Both the integrative literature review and information 
gathered through consultation will guide the development of the proposed education 
modules.   
Conclusion and Consultation Implications 
 Through the process of consultation, information and advice related to suggested 
topics to be included within the Pulmonary Rehabilitation Program was gathered from 
key stakeholders. Data obtained through the interview process addressed various aspects 
of pulmonary rehabilitation education.  Stakeholders provided suggestions related to 
topics to be included within pulmonary rehabilitation education, identified strategies of 
how individual patient learning needs and goals could be incorporated into education to 
maximize patient benefit, and addressed barriers to education.  Thematic analysis was 
utilized during the data analysis and resulted in various themes emerging from collected 
data.   
 Ultimately, the integrative literature review will guide the development of the 
proposed education modules but information gathered through consultation will also be 
used to guide the development of the modules.  Themes emerging from analyzed data 
provide additional supporting evidence to information gathered through the literature 
review. The completion of these consultations prior to the development of the education 
modules will also allow involvement, input, and support from key stakeholders.  It is 
hoped that post completion of the practicum project, developed client/family educational 
modules will be approved and used by the multidisciplinary team within the Provincial 
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I am a registered nursing working with the Provincial Pulmonary Rehabilitation Program.  
I am also currently enrolled in the Master of Nursing Program at Memorial University, St. 
John’s, NL.  As a partial requirement for the degree I will be completing a practicum 
project.  For my project, I have proposed to develop client/family education modules to 
be utilized by the multidisciplinary staff within the Provincial Pulmonary Rehabilitation 
Program.   
You are a key stakeholder with expertise related to pulmonary health and wellness and 
rehabilitation.  Therefore, your thoughts and opinions of the required content would assist 
in the development of these education modules for the program.  I would like to invite 
you to a meeting, at a time and location convenient for you.  
Thank you for your consideration.  I look forward to hearing from you.   
















Interview Guide For Key Stakeholders  
1. What education topics should be incorporated into the Provincial Pulmonary 
Rehabilitation Program?  
OR 
What education topics do you currently have incorporated into the curriculum of your 
program?  
2. How can individual patient learning needs and goals be best incorporated into 
educational content?  
3. What strategies could be utilized to maximize patient benefit related to the education 
component of the Provincial Pulmonary Rehabilitation Program?   

















	 Question	 Yes			 No	
1.	 Is	the	project	funded	by,	or	being	submitted	to,	a	research	funding	agency	for	a	research	grant	or	award	that	requires	research	ethics	review	 r 	 x  




r 	 r  
3.	 Is	the	primary	purpose	of	the	project	to	contribute	to	the	growing	body	of	knowledge	regarding	health	and/or	health	systems	that	are	generally	accessible	through	academic	literature?	
	
x 	 r  
4.	 Is	the	project	designed	to	answer	a	specific	research	question	or	to	test	an	explicit	hypothesis?	 r 	 x  
5.	 Does	the	project	involve	a	comparison	of	multiple	sites,	control	sites,	and/or	control	groups?	 r 	 x 
6.	 Is	the	project	design	and	methodology	adequate	to	support	generalizations	that	go	beyond	the	particular	population	the	sample	is	being	drawn	from?	
	
r 	 x 
7.	 Does	the	project	impose	any	additional	burdens	on	participants	beyond	what	would	be	expected	through	a	typically	expected	course	of	care	or	role	expectations?		 r 	 x 
LINE	A:	SUBTOTAL	Questions	3	through	7	=	(Count	the	#	of	Yes	responses)	 1	 	
8.	 Are	many	of	the	participants	in	the	project	also	likely	to	be	among	those	who	might	potentially	benefit	from	the	result	of	the	project	as	it	proceeds?		 r 		 x 
	9.	 Is	the	project	intended	to	define	a	best	practice	within	your	organization	or	practice?	 x	 r 
		10.	 Would	the	project	still	be	done	at	your	site,	even	if	there	were	no	opportunity	to	publish	the	results	or	if	the	results	might	not	be	applicable	anywhere	else?		 x 	 r 
11.	 Does	the	statement	of	purpose	of	the	project	refer	explicitly	to	the	features	of	a	particular	program,	Organization,	or	region,	rather	than	using	more	general	terminology	such	as	rural	vs.	urban	populations?		
x	 r 
12.	 Is	the	current	project	part	of	a	continuous	process	of	gathering	or	monitoring	data	within	an	organization?	 	 x	
LINE	B:	SUBTOTAL	Questions	8	through	12	=	(Count	the	#	of	Yes	responses)	 3	 	



















Additional Consultation Interview  
Memorial University of Newfoundland 
School of Nursing 



























Interview Guide For Key Stakeholders  
1. What education topics should be incorporated into the Provincial Pulmonary 
Rehabilitation Program?  
I would like to see interactive sessions incorporated rather than just didactic 
lectures; e.g. having patients actually use demo inhaler devices rather than just 
looking at the teacher, interactive problem solving discussions, e.g how to cope 
with severe dyspnea in a public place, instructions/demonstrations of airway 
clearance techniques e.g. use of devices etc.  
We need topics like sexual intimacy with spouses.  I think many patients may be 
too afraid/anxious to have intimacy and may not ask at the program.  
In addition to medications they are on, perhaps touching on the merits/demerits of 
over the counter and herbal remedies may be interesting to many.  
Sleep/insomnia/sleep apnea are comorbidities that we find in COPD.  Ditto acid 
reflux.  
Travel related issues including they find out from their doctors if they need oxygen 
for air travel.  
Topics to promote patient self-management skills will also be crucial.  We should 
ensure visual aids and handouts for many of these topics.  
These are by no means exhaustive!!  
OR 
What education topics do you currently have incorporated into the curriculum of 
your program?  
2. How can individual patient learning needs and goals be best incorporated into 
educational content?  
I believe this fits well with the items above.  For the patient the goals are simple-
improve quality of life, alleviate breathlessness and other respiratory symptoms 
like cough/sputum expectoration, improve exercise capacity/tolerance such that 
they can actually enjoy outdoor activities and not be afraid to leave their house, 
prevent and minimize physician office visits, ER visits and hospitalizations.  Much 
of what I discussed are items that would help.  Discussing actions plans and self 
management would minimize ER and physician visits and potentially avert 
		92	
hospitalizations.  Adherence to and proper inhaler techniques ensures they are on 
the right treatment to improve symptoms.  Breathing techniques help ensure they 
can cope with dyspnea in the public place etc.  Having the patients demonstrate 
these activities in an interactive manner will reinforce what they learn.  
3. What strategies could be utilized to maximize patient benefit related to the 
education component of the Provincial Pulmonary Rehabilitation Program?   
At the risk of sounding like a parrot, I personally learn better when I am engaged 
interactively.  People’s attention span for didactic lectures tend to be short! 
Choosing engaging interesting topics that actually reflect the patients’ main 
concerns will garner more interest.  We can actually have patients submit topics 
they would want to learn more about.  We should ensure we cover topics that 
pertain to all chronic lung disease and not just COPD.  There will be patients with 
pulmonary fibrosis and other diseases.   
The teachers must also be quite knowledgeable and comfortable with their topics.  
They must use visual aids and other props that drive home the pertinent points.   
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There are currently over three million individuals living with chronic lung disease in 
Canada (Public Health Agency of Canada, 2012).  The term chronic lung disease refers to 
respiratory conditions such as, chronic obstructive pulmonary disease (COPD), which also 
encompasses chronic bronchitis and emphysema, pulmonary fibrosis, asthma, lung cancer, 
pulmonary hypertension, and tuberculosis.  The reality of living with chronic lung disease is 
burdensome and debilitating to both individuals living with the conditions and the health care 
system.  Individuals often report experiencing extreme shortness of breath while doing simple 
tasks associated with day-to-day living and are often left feeling breathless (World Health 
Organization, 2007).   
Chronic lung disease has a significant economic impact on the Canadian health care 
system, costing approximately 12 billion dollars annually (Public Health Agency of Canada, 
2012). Chronic lung diseases are the leading cause of hospital admissions and are associated with 
higher rates of readmission when compared to all other chronic diseases (Canadian Thoracic 
Society, 2010). The World Health Organization (2007) estimates that chronic lung disease will 
become the third leading cause of death by 2030.  In fact, COPD is the only chronic condition 
that is still associated with an increasing mortality rate in Canada (Canadian Thoracic Society, 
2010).   
Early intervention has the potential to slow disease progression and provide an overall 
benefit to individuals living with chronic lung disease (AACVPR, 2011).  
The American Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR, 2011) 
indicated that pulmonary rehabilitation demonstrates a secondary prevention intervention aimed 
at improving the quality of life of those living with chronic lung disease. Pulmonary 
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Rehabilitation is recognized and recommended as an essential component of medical care for 
those living with chronic lung disease.  Pulmonary Rehabilitation is an evidence-based, 
multidisciplinary, and comprehensive intervention for patients with chronic respiratory diseases 
who are symptomatic and often have decreased daily life activities. (AACVPR, 2011, p. 1).”  
Pulmonary rehabilitation encompasses patient assessment and goal setting, self-management 
education, exercise training, psychosocial support, and outcome measurement (AACVPR, 2011, 
p. 1).  
 This education resource is to be utilized for teaching clients/families with chronic lung 
disease within the Provincial Pulmonary Rehabilitation Program in Prince Edward Island.  
Modules within the resource were developed based on literature and information, related to 
chronic lung disease, pulmonary rehabilitation, and client/family education, obtained through 
conduction of an integrative literature review and consultation with key stakeholders.  Pender’s 
Health Promotion Module (2006) and Knowles Adult Learning Principles (1970) served as a 
theoretical framework during the development of the education modules.  Information and 
resources contained within each module are intended to be utilized to assist with ease of 
education delivery during a one hour group education session.  Various teaching methods have 
been incorporated within each module in the hopes of addressing the various learning styles of 
participants.  This will also be useful in overcoming or addressing individual learning needs, 
deficits, and/or impairments.  The ultimate goal of education delivered through pulmonary 
rehabilitation is health promoting, self-management behavior modification.   				
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Education presented during pulmonary rehabilitation programming should be tailored to 
individual patient needs and incorporate patient determined goals (Moamary et al., 2014;  Nici et 







After orientating clients/families to what pulmonary rehabilitation is and describing benefits of 
attending, facilitate clients to create three personalized SMART goals to be achieved by the end 
of the 12-week program.  At the end of this module you will find a patient handout to be utilized 
for this activity.    
 
 
                Client	goals	should	be:		
















































































































































































































































































































































        















































































































































































































































































































































































































































































































































































































































































































































































































































































































































AZ - AstraZeneca Canada Inc
BI - Boehringer Ingelheim (Canada) Ltd
GSK - GlaxoSmithKline Inc
Novartis - Novartis Pharmaceuticals Canada Inc?
Takeda - Takeda Canada Inc.






















Dose = one inhalation?










Corticosteroid Corticosteroid and LABA





























































































**Gargle and spit after each use
USE REGULARLY 
**Gargle and spit after each use
PRN
*RESCUE MEDICATION
Onset within 5 min 
USE REGULARLY
**Never used on its own for asthma 
without an inhaled corticosteroid
www.resptrec.org  
www.lung.ca








? ?????? ???????????????????????????????????? ??????????
Additional Medications








Dose = one inhalation




**Never used on its own for asthma 






















AZ – AstraZeneca Canada Inc
GSK – GlaxoSmithKline Inc
Merck – Merck Canada Inc
Novartis Pharmaceuticals Canada Inc?
Takeda – Takeda Canada Inc?









































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































White-Pharmacist      Yellow-Patient      Pink-Physician      Goldenrod-Educator 
 
                  
                Name:    ______________________________________  Date of Birth:________________________ PHN: ____________________        Date: _______________ 
 
Feeling Worse (not MY normal) 
My sputum has changed for at least 2 
days:                         Yes        No    
                            OR  
I am more short of breath than usual 
for at least 2 days   Yes        No   
 
 
x I feel short of breath when I: 
 





My Personal COPD Action Plan                                          This Personal COPD Action Plan is valid for 1 year. 
                     
Feeling Good (MY normal breathing) 
x My sputum is: ________________ 
x I cough more when I: __________ 
___________________________ 
x I feel short of breath when I: ____ 
___________________________ 
x My sleep is: _______________ 
 
 
Feeling MUCH Worse 
x NO improvement after 48 hours of 
taking COPD flare-up medication 
x Drowsy and confused 
x Chest pain or pressure 
 
You Are In Control 
x Continue taking daily medication 
x Avoid Triggers: ________________ 
                                ________________ 
                                ________________ 
x Continue daily activity 
 
 
If I checked YES to one or both I will 
 
x Take daily medication and start 
prescription for COPD flare-up 




x I will pace myself and practice 
pursed lip breathing 
 
                                    
 
  
Take Action NOW              
x Go directly to the nearest 
emergency room 
x Bring your action plan with you 
x Home Oxygen  ___ at rest 
                         ___ with exertion 
 
PRESCRIPTIONS FOR COPD FLARE-UP 
If your SPUTUM changes from your normal color for 2 days : 
Prescription #1 Start Antibiotic     
 
Dose: ______   #Pills:   _____    Frequency:  ______    Days: ____ 
Refills: _______ 
 
If repeating antibiotic within 3 months use the following instead 
Prescription #2 Start Antibiotic  
 
Dose: ______   #Pills:   _____    Frequency:  ______    Days: ____ 
Refills: _______ 
 
Prescription #3 ____________________ 
When more SHORT OF BREATH than usual 
Take ______   puffs of  _________________    up to a maximum 
of _______   times a day as needed.                    
Refills: _______ 
 
If  SHORTNESS OF BREATH DOES NOT IMPROVE: 
Prescription #4 Start PREDNISONE                         
Dose: ______   #Pills:   _____    Frequency:  ______    Days: ____ 
Refills: _______ 
 
_______________________________           _____________ 
Physician/NP Name                                                      License                
 
_______________________________          ______________ 
Signature                                                                           Date 
 
Follow up with your doctor within 2 days after using any 
prescriptions for a COPD flare-up 
 










































































































































































































































































































































































































































































































































































































































































0-2 = 80%   4 year predicted survival rate              
5-6 = 57%   4 year predicted survival rate 
3-4 = 67%    4 year predicted survival rate                 














































































0 1 2 3 4 5X
Your name: Today’s date:
How is your COPD?Take the COPDAssessmentTest™ (CAT)
This questionnaire will help you and your healthcare professional measure the impact COPD (Chronic Obstructive
Pulmonary Disease) is having on your wellbeing and daily life.Your answers, and test score, can be used by you and
your healthcare professional to help improve the management of your COPD and get the greatest benefit from treatment.
For each item below, place a mark (X) in the box that best describes you currently. Be sure to only select one response
for each question.




COPDAssessmentTest and CAT logo is a trademark of the GlaxoSmithKline group of companies.
© 2009 GlaxoSmithKline. All rights reserved.
I never cough 0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
0 1 2 3 4 5
I cough all the time
I have no phlegm (mucus)
inmychest at all
My chest is completely
full of phlegm (mucus)
My chest does not
feel tight at all
My chest feels
very tight
When I walk up a hill or
one flight of stairs I am
not breathless
When I walk up a hill or
one flight of stairs I am
very breathless
I am not limited doing
any activities at home
I am very limited doing
activities at home
I am confident leaving






I don’t sleep soundly
because ofmy lung
condition
I have lots of energy I have no energy at all
COPD As essment Test and the CAT logo is  trade mark f the GlaxoSmithKline group of companies.
© 2 09 GlaxoSmithKline group of companies. All rights reserved.

























































































































































Patient Health Questionnaire (PHQ-4) 
 
Name: ____________________________________ 
Due Date/ Delivery Date: __________________ 
Today’s Date:  _____________________________ 
  
 
Over the past 2 weeks 
have you been bothered 
by these problems? 









Feeling nervous, anxious, 
or on edge 
0 1 2 3  
 
Not being able to stop or 
control worrying 
0 1 2 3 
 
 
Feeling down, depressed, 
or hopeless 
0 1 2 3 
 
 
Little interest or pleasure in 
doing things 
0 1 2 3 
 
The thought of harming myself has occurred to me (circle one)          No Yes 
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